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ABSTRACT
Background: Childhood trauma has a direct impact on parenting. Parents with a
history of adverse childhood experiences are more likely to struggle with mental illness
in adulthood and have children at an augmented risk for behavioral health issues.
However, most of this work has focused on mothers, and few studies have explored how
adverse childhood experiences influence paternal warmth and father involvement.
Research on fathering has identified personal (e.g., age, race, income, parental stress,
depression, and anxiety) and social (e.g., residential and relationship status, co-parenting)
predictors of paternal warmth and father involvement. While poor physical health may
influence parenting behaviors, such as support, reinforcement, and discipline, little is
known about how physical health affects paternal warmth. Research has also found that
discrimination can compound adverse childhood experiences and influence parenting.
This study seeks to address gaps in the literature by utilizing an intersectional approach to
examine the relationship between adverse childhood experiences and fathering, with a
specific focus on paternal warmth. This study examines the three following research
questions to understand the relationship between childhood trauma, racial identity, and
paternal warmth: (1) is childhood trauma (as measured by adverse childhood
experiences) associated with paternal warmth?, (2) is there a difference in the relationship
ii

between childhood trauma and paternal warmth based on racial identity?, and (3) is the
relationship between childhood trauma and paternal warmth mediated by paternal
depression (as measured by the Center for Epidemiological Studies Depression Scale),
paternal anxiety (as measured by the Beck Anxiety Inventory), or physical health?
Methods: This study utilized cross-sectional national data to conduct a secondary
data analysis. The data were drawn from the Survey of Contemporary Fatherhood which
were collected through Brigham Young University’s Men’s Studies Research Lab, and
was comprised of roughly 2,300 fathers, stepfathers, and father figures. Logistic
regression was utilized to determine if there was a relationship between childhood trauma
and paternal warmth. Moderation analysis was utilized to determine if racial identity
moderated the relationship between childhood trauma and paternal warmth. Finally, path
analysis was conducted to determine if depression, anxiety, and physical health mediated
the relationship between childhood trauma and paternal warmth.
Results: Multivariate results from this study indicated that there was an
association between adverse childhood experiences and paternal warmth for fathers with
children between the ages of 9 and 18, although this relationship was not a simple linear
association. The multivariate model employed to test fathers with children between the
ages of 2 and 8 and the multivariate model employed to test fathers as a combined group
(both those with younger children and those with older children) did not meet model fit
parameters. Additionally, the moderation models employed to test if racial identity
moderated the relationship between ACEs and paternal warmth did not meet model fit
parameters. As a result, no determination could be made as to whether or not racial
iii

identity was a moderator in the relationship between ACEs and paternal warmth.
Furthermore, goodness of fit statistics used to test the path analysis model indicated that
the data did not adequately fit the model hypothesized in this study. Consequently, no
determination could be made as to whether or not depression, anxiety, or physical health
mediated the relationship between childhood trauma and paternal warmth.
Conclusion: The findings from this study on the relationship between childhood
trauma and paternal warmth highlight the need for social workers and other human
service professionals to better understand how childhood trauma impacts fathering and to
support their clients in identifying and addressing the negative impacts of trauma.
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Chapter One: Introduction
Interactions between parents and children form the basis for healthy child
development, and these behaviors can either serve as risk or protective factors for
children’s behavioral health (Lavi & Slone, 2012). Dimensions of parenting have been
defined as the qualities, descriptive schemes, and features used to describe the nature of
parenting (Skinner, Johnson, & Snyder, 2005) and are closely related to the quality of
parent–child relationships, and in turn, children’s socioemotional development
(Rostand & Whitaker, 2016). Substantial research highlights the importance of various
dimensions of parenting in predicting children’s behavioral health (Geitsidou &
Giovazolias, 2016). Prior research has examined the influence of dimensions of parenting
on child behavioral health utilizing various approaches (e.g., attachment, Bowlby, 1988;
father involvement, Lamb, Pleck, Charnov, & Levine, 1985; parental warmth, Rohner &
Carrasco, 2014). For instance, investigations on the impact of dimensions of parenting
have revealed that children with rejecting or neglecting parents tend to have adverse
outcomes, such as drug use and delinquency, while children with authoritative parents
tend to have positive outcomes, such as positive peer skills, high self-esteem, and school
success (Rostand & Whitaker, 2016). Children with more accepting parents tend to have
positive behavioral health profiles compared with children with more rejecting parents
(Geitsidou & Giovazolias, 2016).
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Most of the research establishing the relationship between dimensions of
parenting and child outcomes has been based on studies of mothers. Yet, fathers have
become increasingly involved with their children over the past few decades (Bianchi &
Milkie, 2010), and while there has been an increasing focus on fathering in research (e.g.,
Bellamy, 2009), until recently, men and fathers were mostly missing from research on
parenting (Castillo, Welch, & Sarver, 2010). Although some research identifies little
difference in child development and wellbeing related to mothering and fathering (e.g.,
Pinquart, 2017), research examining mothering and fathering as separate constructs
demonstrates that mothers and fathers engage differently in parenting, maintain unique
predictors, and report differential impacts on child wellbeing and development (e.g.,
Rienks, Wadsworth, Markman, Einhorn, & Etter, 2011). For example, associations have
been found between interparental relationship quality and father involvement (Jia &
Schoppe-Sullivan, 2011), suggesting that fathers, more than mothers, withdraw from their
children when there are problems in the co-parental relationship (Rienks et al., 2011).
Research further suggests that men are particularly sensitive to financial problems, as
well as such negative social forces as racism, which are then linked to poorer parenting.
These findings highlight the need to specifically assess fathering in parenting. Moreover,
over the past decade, practitioners, researchers, policymakers, and advocates for fathers
have called for a better understanding of the unique role fathers play in parenting and
family formation (Halle, 2002). In this dissertation, fathers are defined as all those who
identify in the role of fathers, including trans masculine parents, father figures,
grandfathers, and other related male-identifying role models.

One crucial dimension of fathering is warmth. Parental warmth is a term
commonly used to describe an aspect of the parent–child relationship, and research
supports the inclusion of fathers’ warmth as a key component of parenting (Lee, Pace,
Lee, Knauer, 2018). Warmth and affection between parents and children have been
linked with better parent–child communication, higher child self-esteem, and fewer child
psychological and behavior problems (Cox, 2003). While many constructs that comprise
fathering are essential to examine in research, for this study, paternal warmth is the
construct of examination because research has found paternal warmth to be a unique and
significant predictor of a child’s functioning that is universal across a range of cultures
(Ali, Khaleque, & Rohner, 2015; Veneziano, 2003). In line with more contemporary
definitions, this study defines parental warmth as the nonverbal and verbal behaviors that
mirror overall acceptance, including expressions of support, positive affect, affection, and
positive involvement regarding a child (Drake & Ginsburg, 2012; Epkins & Harper,
2016; Skinner et al., 2005).
Researchers have examined several factors that shape the dimensions of
parenting. One important factor is the parent’s mental and physical health. Depression is
the most common mental health issue in the United States, and it has been shown to
disproportionately affect parents (Troister, D’Agata, & Holden, 2015). Anxiety disorders
are also among the most common mental health illnesses, with a lifetime prevalence rate
of 17% (Sommers, Goldner, Waraich, & Hsu, 2006). Research has found depressed and
anxious fathers to display less paternal warmth (e.g., Bögels & Phares, 2008; Leach,
Poyser, Cooklin, & Giallo, 2016). In addition, trauma has been found to be an important
3

mental health issue that affects parenting. Just as childhood trauma confers increased risk
for mental health and other areas of adult functioning, trauma likely affects the quality of
parenting (McDoneell & Valentino, 2016; Treat, Sheffield-Morris, Williamson, & HaysGrudo, 2019). Parents who have experienced traumatic events in childhood are more
likely to struggle as adults with mental illness, demonstrate increased reactivity to stress,
and exhibit lower levels of social functioning that affect their ability to engage in positive
parenting behaviors (Bailey, DeOliveria, Wolfe, Evans, & Perou, 2012). However, few
studies have focused on relationships between overall adverse childhood experiences
(ACEs) and parenting (Kolomeyer, Renk, Cunningham, Lowell, & Khan, 2016; Steele et
al., 2016). The existing research indicates that parental ACE scores are associated with
higher rates of mental health diagnoses, poorer health, and lower parenting self-efficacy
(McDonnell & Valentino, 2016; Treat et al., 2019). Even less is known about how ACEs
influence parenting for fathers, as most research in this area focuses on mothers (e.g.,
McDonnell & Valentino, 2016). The few studies that have included both men and women
have shown mixed results in terms of the differential influence of ACEs on parenting
based on the parent’s gender, indicating a need for more research related to fathering
(e.g., Schickedanz, Halfon, Sastry, & Chung, 2018). Finally, poor physical health may
influence parenting behaviors, such as support, reinforcement, and discipline (Armistead,
Klein, & Forehand, 1995). However, little is known about how physical health impacts
paternal warmth.
Research suggests that fathers from different racial and ethnic backgrounds may
participate in fathering differently, potentially resulting from cultural norms or structural
4

barriers and supports (Bowman & Forman, 1997; Parke et al., 2004). Research has
demonstrated that experiences of discrimination may compound ACEs and their impact
on parenting (Slack, Font, & Jones, 2017); however, despite research indicating higher
overall ACE scores for marginalized communities, few studies examine the interaction
between ACEs and racial identity on parenting (e.g., Steele et al., 2016). Marginalized
status can cause stress on individuals as they attempt to navigate parenting challenges,
particularly if they do not have extensive support systems (Haines, Ajavi, & Boyd, 2014),
and differences in parenting behaviors have been documented based on racial identity
(e.g., Robinson & Harris, 2013).
Major Questions
Parents’ early childhood experiences have a direct impact on their parenting
(McDonnell & Valentino, 2016; Treat et al., 2019). Parents with a history of ACEs are
more likely to struggle with mental illness (Murphy et al., 2014); moreover, their children
have an increased risk of behavioral health issues (Schickedanz et al., 2018). Research
has also found that experiences of discrimination may compound ACEs and their
influence on parenting (Slack et al., 2017), suggesting a need to further understand the
role racial identity may play in parenting. However, few studies have examined the
relationship between ACEs and fathering (Kolomeyer et al., 2016; Steele et al., 2016) or
how these relationships may vary based on marginalized status, such as racial identity.
Moreover, given the extant literature on ACEs and later life health and mental health
challenges (i.e., anxiety, depression, poor health), it suggests a need to understand if the
relationship is mediated by anxiety, depression, and health. This study seeks to address
5

gaps in the literature by utilizing an intersectional approach to examine the relationship
between childhood trauma and fathering, with a specific focus on paternal warmth. This
study examines the three following research questions to understand the relationship
between childhood trauma, racial identity, and paternal warmth:
1. Is childhood trauma (as measured by ACEs) associated with paternal warmth?
2. Is there a difference in the relationship between childhood trauma and paternal
warmth based on racial identity?
3. Is the relationship between childhood trauma and paternal warmth mediated by
paternal depression (as measured by the Center for Epidemiological Studies
Depression Scale [CES-D]), paternal anxiety (as measured by the Beck
Anxiety Inventory [BAI]), or physical health?

6

Chapter Two: Theoretical Frameworks
In discussing the construct of childhood trauma, it is essential to examine how this
term has been defined and clarify its definition for the context of this dissertation. While
there are no clearly integrated theories on childhood trauma, post-traumatic stress
disorder (PTSD) and ACEs are two common frameworks utilized to understand
childhood trauma. This chapter examines these two leading frameworks and provides an
argument for utilizing ACEs as a measure for childhood trauma. The empirical validation
that connects ACEs to parenting and child outcomes is discussed in chapter three.
While ACEs provide a strong framework for understanding childhood trauma, the
ACEs framework does not explicitly assess experiences of racism in childhood.
However, racism has been linked to various forms of trauma (Sanchez-Hucles & Dryden,
2012), and feminist scholars have urged mental health professionals to broaden the
definition of trauma to move beyond the experience of direct traumatic events and
include identity-based experiences of marginalization and oppression (Root, 1992).
Therefore, this chapter also explores the theory of insidious trauma, used in conjunction
with ACEs to guide this study’s research questions. This chapter also focuses on
describing fathering and father involvement and considers the development of research
on paternal warmth arising from interpersonal acceptance and rejection theory
(IPARTheory). Research on paternal warmth has also developed outside of this specific
7

theoretical orientation, and the empirical validation that connects fathering to parent and
child outcomes is discussed further in chapter three.
Childhood Trauma
Childhood trauma is a serious psychosocial and medical issue with grave
consequences for society (De Bellis & Zisk, 2104). The experience of trauma in
childhood confers increased risk for severe mental and physical health impairments
across the lifespan (McDoneell & Valentino, 2016; Treat et al., 2019). Research suggests
that exposure to childhood trauma increases the risk of a multitude of deleterious
consequences, such as suicide (Felitti et al., 1998), depression (Kounou et al., 2013),
behavioral disturbance (Iwaniec, Larkin, & Higgins, 2006), poor overall health (Felitti et
al., 1998), and an impairment in relationships (Cicchetti & Toth, 2005; Hughes & Cossar,
2016). Moreover, trauma researchers have identified long-term mental health
consequences of exposure to childhood trauma that result in vulnerabilities that can make
parenting challenging (Schickedanz et al., 2018).
Just as childhood trauma confers increased risk for mental health and other areas
of adult functioning, trauma likely affects the quality of parenting (McDonnell &
Valentino, 2016; Treat et al., 2019). Parental trauma symptomatology has been found to
have pervasive negative influences on children, and its impacts can extend from one
generation to the next (Jordan et al., 1992). Over the past 50 years researchers have
expressed concerns related to the high rates of psychopathology among children of
parents with trauma histories (Kelley et al., 2001). Parents who have experienced
traumatic events in childhood are more likely to struggle as adults with mental illness,
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demonstrate increased reactivity to stress, and exhibit lower levels of social functioning
that affect their ability to engage in positive parenting behaviors (Bailey et al., 2012).
Thus, the examination of the quality of parenting should consider the parents’
experiences of childhood trauma.
Post-Traumatic Stress Disorder
A large portion of the literature examining the impact of childhood trauma has
focused on evaluating the impact of trauma on children using the framework of PTSD.
Trauma was first identified in mental health and diagnostic systems in the late 19th and
early 20th centuries (Carter, 2007). Initial incidents of psychological trauma were
recognized as the result of hysteria among women, shell shock, and sexual or domestic
violence (Herman, 2015). In the late 19th century, French neurologist Charcot initially
began to examine hysteria, which was identified as a result of psychological trauma that
included physical and somatic symptoms. Shell shock or combat neurosis came to the
public attention as a result of World War I and the subsequent mental breakdown of
soldiers, which needed to be addressed to send them back to the front lines (Herman,
2015). The most recent trauma to become more evident in public discussion has been
sexual and domestic violence. Still, it was not until 1980 that the syndrome of
psychological trauma was acknowledged by the medical and psychological community
and included in the official manual of the Diagnostic and Statistical Manual of Mental
Disorders (DSM), called Post-Traumatic Stress Disorder (PTSD) (Herman, 2015).
As physical and social science researchers began to understand traumatic
reactions, it became clear that trauma has distinct social, psychological, and physiological
9

components (Carter, 2007). According to Lasuik and Hegadoren (2007), this
development was paramount for the three following reasons: (a) it allowed the lasting
effects of terrifying life events to be named and created a conceptual framework for the
study of trauma and its sequelae, (b) it demonstrated that an external event rather than
some inherent individual weakness played a significant role in the development of this
disorder, and (c) it validated and legitimized the experience of those affected by the
disorder.
PTSD is one possible sequela resulting from exposure to an extreme and
unusually disturbing event (Jordan et al., 1992). Traumatic events overwhelm ordinary
human adaptations to life that give individuals a sense of control, meaning, and
connection and can lead to psychological trauma (Herman, 2015). It is unique among
mental health diagnoses as it is linked not only to an individual’s symptomology but also
to an external traumatic event (Szymanski & Balsam, 2011). PTSD is a mental health
diagnosis that includes symptoms of intrusion, avoidance, negative alterations in
cognition and mood, and alternations in arousal and reactivity (American Psychiatric
Association [APA], 2013). To meet the criteria for PTSD, a person must have been
threatened or exposed to sexual violation, injury, or death or extreme indirect exposure to
aversive details of a traumatic event, usually in the course of professional duties (e.g.,
forensic child abuse investigators, military mortuary workers) (Criterion A, APA, 2013;
Pai, Suris, & North, 2017).
Such psychiatric diagnoses as PTSD are based on concrete classification systems
where a distinct clinical disorder is either present or absent, depending on whether
10

specific diagnostic criteria are met (Zahn-Waxler, Klimes-Dougan, & Slattery, 2000).
Therefore, those with active trauma symptoms that do not meet the threshold of a clinical
diagnosis will likely not be categorized as having PTSD. Diagnostic criteria for PTSD
were updated in 2013 with the release of the DSM-5, in which the diagnostic criteria for
PTSD changed considerably. In this updated edition, PTSD was relocated from the
anxiety disorders category to a new diagnostic category called “Trauma and StressorRelated Disorders,” the subjective component of the definition of trauma was eliminated,
and the definitions of trauma and exposure to it were tightened (APA, 2013; Pai et al.,
2017).
The updated criteria for trauma and exposure to it limit the types of events that
qualify as traumatic and define qualifying exposures to trauma more narrowly (Pai et al.,
2017). Research studies have shown only a 55% overlap between DSM-IV-TR and
DSM-5 diagnoses among traumatized populations (Hoge, Riviere, Wilk, Herrell, &
Weathers, 2014). This is likely due to the narrowing of events that qualify as traumatic in
the updated version (Pai et al., 2017). Given that previous research on PTSD utilized
DSM-IV-TR criteria, the extent to which previous findings are still valid is unknown
(Shalev, Liberzon, & Marmar, 2017). One study found that under 25% of children who
were being treated by the Child Traumatic Stress Network for mental health–related
trauma met the diagnostic criteria for PTSD (Pynoos et al., 2008). While more traditional
symptom clusters of PTSD, such as avoidance, increased arousal, and re-experience,
commonly accompany single-event traumas (Faust & Katchen, 2004), research has found
that children who have experienced repeated or ongoing trauma manifest different
11

symptomatic presentations (Terr, 1991). Clinicians and researchers continue to advocate
for an expansion of the PTSD diagnostic criteria to further consider a wide range of
traumatic experiences and psychological manifestations, as the traditional framework of
PTSD fails to capture the effects of repeated, prolonged trauma (Herman, 2015; SanchezHucles, 1998). Moreover, additional research is needed to validate the updated criteria for
PTSD (Pai et al., 2017). This suggests a need to find a more comprehensive framework
for assessing childhood trauma. While this framework provides important background
information, formal PTSD diagnosis is not used to frame trauma in this study.
Adverse Childhood Experiences
ACEs provide a stronger framework for assessing childhood trauma than the
PTSD framework does because ACEs focus on examining the impact of a variety of
harmful childhood experiences rather than focusing on the presence (or absence) of
specific trauma symptomology. ACEs comprise a trauma framework that continues to
gain attention and is widely used to understand childhood trauma (Lange, Callinan, &
Smith, 2018). The original ACE study, which gave rise to this approach to framing
trauma, was a decade-long epidemiological study conducted by the U. S. Centers for
Disease Control and Infection (CDC) and the University of California San Diego’s
Department of Family and Preventative Medicine that retrospectively assessed the
relationship between ACEs and subsequent disease, illnesses, disability, and early
mortality on a sample of 17,337 adult participants (Chapman et al., 2004; Fellitti et al.,
1998; Treat et al., 2019). Most of the persons included in the original ACE study sample
were white (74.8%), female (54%), and college-educated, and the findings suggested that
12

ACEs are common experiences (Fellitti et al., 1998). The original ACE study increased
awareness of the long-term adverse effects of childhood trauma, and additional research
has replicated and expanded these initial findings (Treat et al., 2019).
The ACE score, which is a total number count of ACE categories reported,
provides a measure of cumulative stress experienced during childhood or when an
individual was 18 years of age or younger (Murphy et al., 2014; Lange et al., 2018). The
10 categories of adverse childhood exposure in the ACE questionnaire are sexual abuse,
physical abuse, emotional abuse, physical neglect, emotional neglect, household mental
illness, parental separation or divorce, domestic violence (mother treated violently),
parental substance abuse, and the incarceration of a household member (Dube, Anda,
Felitti, Edwards, & Croft, 2002; Felitti et al., 1998). These chronic and stressful
conditions are alarmingly common. Over half the respondents in the original ACE study
reported having at least one category of adverse childhood exposure, and one-fourth
reported having two or more categories (Felitti et al., 1998). Current statistics mirror the
seminal ACE study, as nearly half (45%) of children in the United States have
experienced at least one ACE, with roughly 23% of children having been exposed to two
or more ACEs (Sacks & Murphey, 2018). In 2014, nearly 702,000 children were
confirmed to be victims of ACEs by child protective services alone (Loudermilk,
Loudermilk, Obenauer, & Quinn, 2018).
The robust relationship between ACEs and long-term mental and physical health
issues has been well documented, and ACEs can lead to a myriad of negative outcomes
for the individual (Murphy et al., 2014; Treat et al., 2019). Adverse outcomes associated
13

with ACEs include higher rates of depression (Chapman et al., 2004), anxiety (SachsEricsson, Sheffler, Stanley, Piazza, & Preacher, 2017), suicidality (Dube et al., 2001),
alcohol abuse (Dube et al., 2002; Loudermilk et al., 2018), and overall poorer health
(Felitti et al., 1998). Research has also identified adverse effects in terms of impaired
brain development, alcoholism, drug abuse, and impaired cognition (CDC, 2016). A
dose-response relationship has been found between ACEs and many of these outcomes
(Felitti et al., 1998; Dube et al., 2001). Respondents with an ACE score of 4 or more had
a 4- to 12-fold increase in their likelihood of reporting mental illness or disease, such as
depression (Chapman et al., 2004), suicide attempts (Dube et al., 2001), or heart disease
(Felitti et al., 1998); moreover, they were at a significantly elevated risk of developing
cancer, obesity, and cardiovascular disease when compared with participants with no
ACEs (Loria & Caughy, 2017). These concerning outcomes occur in numerous ways and
are mediated by a complex interaction of environmental and biological factors that
weaken the immune system (Loria & Caughy, 2018), disrupt the neuroendocrine stress
response system that triggers allostatic load (McEwan & Gianaros, 2011), and influence
epigenetic pathways whereby traumatic events can modify gene expression in the
prefrontal cortex (McGowan & Roth, 2015). These experiences in early life result in
downstream social, psychological, and physical consequences (Schickedanz et al., 2018).
Early and repeated exposure to trauma is associated with the disruption of a child’s
developing brain and affects a person’s ability to self-regulate, leading to harmful, longterm impacts (McEwan & Gianaros, 2011).
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Summary
PTSD and ACEs are two frameworks that are highly utilized to assess childhood
trauma. While PTSD provides insight into the psychological effects of trauma on
children, the ACE framework provides a stronger measure for childhood trauma because
it does not depend on the presence of specific trauma symptomology in establishing the
effect of childhood trauma. Moreover, while other mechanisms may play a role in the
intergenerational transmission of trauma (e.g., allostatic load, epigenetics), parenting
behaviors are likely one way in which trauma is transmitted intergenerationally. This
suggests a need to focus on parenting to better understand the deleterious impact of
ACEs.
Trauma and Race
Many experiences of indirect trauma, including racism, are often not
acknowledged as traumatic by leading trauma frameworks which has caused difficulty in
accepting the emergence of symptomology that continues long after such experiences
(Brown, 2013; Root, 1992). However, theorists maintain that racism is linked to various
forms of direct trauma, and only in the past couple of decades has the traditional
conceptualization of trauma been expanded to examine racism as a psychological stressor
(Sanchez-Hucles & Dryden, 2012). Researchers Sanchez-Hucles and Dryden (2012)
describe an increasing “recognition that trauma can affect persons of diverse
ethnocultural backgrounds across racial, ethnic, and cultural groups and that racism is a
specific and intergenerational risk factor for PTSD” (p. 511). However, the DSM fails to
focus on mental health issues that result from consistent and ongoing discrimination and
15

oppression (Sanchez-Hucles, 1998). Currently, race-based experiences are not considered
within the domain of the DSM-5, and the DSM-5 criteria are further limited in that the
triggering event must be physical and life-threatening; an individual’s subjective
experience is not incorporated into them (Carter, 2007). Moreover, ACE research does
not commonly include experiences of racism in childhood as an adverse experience, and
trauma researchers suggest that the ACE measure needs to be expanded (Lanier, 2020).
Exposure to racism is one area of research that is being considered for an updated ACE
measure (Lanier, 2020).
Trauma researchers tend to neglect racism as a factor in the development of PTSD
after exposure to a potentially traumatic event (e.g., violence, combat, abuse) despite
noting the elevated levels of PTSD in people of color that are not fully explained by the
event or other factors (Carter, 2007). Feminist scholars have urged mental health
professionals to broaden the definition of trauma to move beyond the experience of direct
traumatic events to include identity-based experiences of marginalization and oppression
(Root, 1992; Watson et al., 2016). Nonetheless, research has found that experiences of
discrimination alone can lead to an increased trauma symptomatology (e.g., Watson,
Deblaere, Langrehr, Zelaya, & Flores, 2016), depression (e.g., Cobb, Kie, Meca, &
Swartz, 2017), anxiety (Assari, Moazen-Zadeh, Caldwell, & Zimmerman, 2017), and
personality disorders (Carter, 2007). Moreover, research suggests that persons belonging
to racial and ethnic minority groups often have higher rates of developing PTSD (20%–
60%) than non-racial and ethnic minority individuals do (5%–10%; Carter, 2007).
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Such terms as race-based trauma (Sanchez-Hucles & Dryden, 2012), racist
incident–based trauma (e.g., Bryant-Davis & Ocampo, 2005), racism-induced trauma
(e.g., Thyer & Lankton, 2012), intergenerational trauma (e.g., Carranza, 2010), and
insidious trauma (e.g., Root, 1992) have been used to describe this phenomenon.
Insidious trauma is chosen as the focus of this dissertation because the framework
provided by insidious trauma is helpful for understanding the psychological functioning
of minority populations experiencing mental health disparities (Syzmanski & Balsam,
2011). Other terms used to describe similar outcomes do not necessarily incorporate
marginalized identities other than race and may fail to capture the impacts of intersecting
identities. Marginalized communities have both more risks for ACEs and ongoing
insidious trauma experiences. This study uses insidious trauma theory to inform the
hypothesis that ACEs have a disproportionate influence on paternal warmth for
marginalized groups and points to the need to better understand how marginalization,
oppression, and discrimination influence paternal warmth from the perspective of fathers.
Insidious Trauma
The theory of insidious trauma was developed to expand the definition of trauma
beyond traditional definitions to a more holistic conceptualization that comprises
individuals who sustain traumas that are unrecognized given that their sequelae may not
be what the observer is familiar with (Root, 1992; Sanhez-Hucles, 1999). The term
“insidious trauma” was developed by Maria Root (1992) to describe the accumulated
negative psychological impacts of living as a member of a group that is oppressed or
marginalized based on such features as race, gender, gender identity, ability, and
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socioeconomic status. While direct trauma commonly refers to an incident that threatens
one’s life or wellbeing, insidious trauma is characterized by the frequent lower level,
deleterious incidences that occur over a lifetime (Brown, 2013). While the impact of
insidious trauma “shapes a worldview rather than shatters assumptions about the world,
over time, it may result in a picture of symptomology similar to that of direct or indirect
trauma, particularly involving anxiety, depression, paranoia, and substance abuse” (Root,
1992, p. 240). Insidious trauma is identity-based and targeted at persons with
marginalized identities by those who hold power and privilege (Root, 1996; Watson et
al., 2016). Insidious trauma often starts early in life before an individual is fully able to
grasp the maliciousness of the wounds and does not usually include physical violence but
involves a distinct threat to security, survival, or psychological safety (Root, 1992). These
experiences come in many forms, including exposure to the following: (a) news of biasbased violence or discrimination to a member of one’s group; (b) stigmatizing and
negative images of one’s groups in textbooks, media, or discourse of co-workers or peers;
and (c) innumerable forms of institutionalized oppression and other forms of
exclusionary systems of value in which the person is denied access to resources solely on
the basis of group membership (Brown, 2013).
The frequency of these identity-based experiences results in the construction of a
reality in which specific dimensions of security are vulnerable, requiring the individual to
be regularly alert to any potential threat and can lead to known forms of post-traumatic
distress, such as nightmares, avoidance, numbing, and flashbacks (Brown, 2013; Root,
1992). Subsequently, heightened sensitivity, activation of survival behaviors, paranoid18

like behaviors, and hostility are commonly observed in response to stressors, including
seemingly “minor” events as perceived by outsiders (Brown, 2013; Roots, 1992). In
essence, the sensitized individual may risk false positives because subthreshold events are
constant reminders of the precariousness of one’s safety in contexts in which one’s group
is the target of bias (Brown, 2013; Root, 1992). Insidious trauma includes not only the
direct experiences of marginalization but also the intergenerational transmission of
unresolved trauma and attendant defensive behaviors, helplessness, or both, whereby the
experiences of previous generations result in the teaching of a worldview that integrates
the traumatic experiences (Root, 1992). Moreover, insidious trauma also incorporates
related adverse health outcomes, such as decreased ability to function independently,
declining health, or progressive, debilitating illness (Root, 1992). Marginalized
communities have both more risks for ACEs and greater likelihood of experiencing
ongoing insidious trauma that is directly related to racism.
Insidious trauma flows into daily experiences in many ways, one of which is in
the form of microaggressions. Microaggressions are the brief but daily verbal, behavioral,
and environmental indignities that communicate hostile, derogatory, or harmful slights
and insults to a target person or group, whether intentional or not (Sue et al., 2007).
Research using this framework has noted negative mental health impacts of
discrimination on racial minorities (e.g., Watson et al., 2016), lesbian, gay, and bisexual
(LGB) individuals (e.g., Alessi, Edward, & Martin, 2013; Robinson & Rubin, 2015;
Syzmanski & Balsam, 2011), and intersecting identities (e.g., Watson et al., 2016). For
example, Robinson and Rubin (2015) found a positive correlation between homonegative
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microaggressions and reported post-traumatic symptoms, demonstrating the potential for
insidious trauma to be a factor in LGB minority stress. Moreover, Watson and colleagues
(2016) found that experiences of racism and sexism were related to higher levels of
trauma symptomology.
Summary
Experiences of racism affect mental health, and marginalized communities have
been shown to be at risk for experiencing both more ACEs and trauma directly related to
racism. While ACEs provide a strong framework for understanding childhood trauma,
experiences of racism in childhood are not commonly assessed. The ACE framework
may be missing an important adverse childhood experience and not fully capturing the
breadth of adverse childhood experiences. Given research highlighting the impact of
racism on individuals and many theorists and practitioners calling to expand the
conceptualization of trauma, in this study, insidious trauma is used in conjunction with
the ACE framework to expand the definition of childhood trauma and better understand
the impact of racism in childhood.
Fathering
Fatherhood and fathering are highly influenced by social construction (Doherty,
Kouneski, & Erickson, 1998). The expanding number of articles, collections, and
monographs focusing on fathers has been largely prompted by the treatment of
fatherhood as a social issue (Nelson, 2004). Historical trends of American ideals of
fatherhood have shifted over the past century from that of the father as a distance
breadwinner to genial dad and sex role model, and finally, the more contemporary
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expectations of the fathers as equal co-parents with high involvement in their children’s
daily lives (Doherty et al., 1998; Pleck & Pleck, 1997). In recent decades, there has been
an increase in the amount of theoretical effort to broaden the understanding of what
fathers do for their children beyond the basics of providing for their financial needs
(Nelson, 2004). This cultural shift has led research to expand its conceptualization of
fathering. This represents a move away from assessing fathering in terms of the man’s
physical availability to the child or economic contribution toward a more comprehensive
examination of the quality of father–child relationships and their influence on child
development that emphasizes fathers’ social, emotional, physical, economic, and spiritual
capacities (Castillo et al., 2011; Marsiglio & Cohan, 1997; Veneziano, 2003).
Recent statistics indicate that there are around 70 million fathers in the United
States, with more than 25 million fathers raising children younger than 18 years of age
(U.S. Census Bureau, 2014). Fathers have become increasingly involved in the
socialization of their children over the past few decades (Bianchi & Milkie, 2010).
Studies on fathering have focused on both the multidimensional construct of fathering
(e.g., responsible fathering, Doherty et al., 1998; father involvement, Lamb et al., 1985),
as well as singular aspects of fathering (e.g., paternal warmth, Veneziano, 2003). This
body of work provides strong evidence suggesting that fathers play a crucial role in child
development and outcomes (Guterman, Bellamy, & Banman, 2018). Research shows that
the impacts of positive fathering include school readiness (Martin, Ryan, & BrooksGunn, 2010), academic achievement (Roggman, Noyce, Cook, Christiansen, & Jones,
2004), economic contributions (Black, Dubowitz, & Starr, 1999), social competence
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(McDowell & Parke, 2009), and positive developmental trajectories (McWayne, Downer,
Campos, & Harris, 2013).
Father Involvement
Dimensions of parenting have been defined as the qualities, descriptive schemes,
and features used to describe the nature of parenting (Skinner et al., 2005). Most
fatherhood literature refers broadly to the construct of father “involvement” (Hofferth,
Goldscheider, Pleck, Curtin, & Hrapezynski, 2012; Shafer, Fielding, & Holmes, 2019).
However, there is little agreement as to what comprises father involvement and how it
should be measured (Shafer et al., 2019). For example, some researchers have treated this
as “presence” and “absence” or amount of time spent with the child, while others have
described the quality of the relationship as harshness or warmth. Over the past halfcentury, some father researchers have argued that mothering and fathering behaviors
should be measured as separate constructs, while others posited that there is not enough
evidence to support the claim that mothering and fathering are unique constructs (Fagan,
Day, Lamb, & Cabrera, 2014). However, while some research identifies little difference
in child wellbeing related to mothering and fathering (e.g., Pinquart, 2017), research
examining them as separate constructs demonstrates that mothers and fathers engage
differently in parenting, have unique predictors of mothering and fathering, and have
differential impacts of mothering and fathering on child wellbeing and development (e.g.,
Rienks et al., 2011), suggesting the need to explore mothers’ and fathers’ roles
separately. For example, according to Child Trends (2006), estimates for 1997 (the only
year for which data are available) indicate that 73% of fathers hug or show physical
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affection to their child (under age 13) at least once a day, and 62% of fathers tell their
child that they love him or her at least once a day as compared to 87% and 85% of
mothers, respectively. Moreover, research suggests that men, more than women, are
particularly sensitive to financial problems, which then are linked with problems in the
co-parental relationship and poorer parenting (Rienks et al., 2011).
While father involvement has been described in various ways, most definitions
include some connection to Lamb et al.’s (1985) typology, which comprises the three
following components: (a) direct engagement with children, (b) responsibility for
children, and (c) accessibility to children (Fagan et al., 2014). Lamb et al. (1985) defined
involvement as direct interaction with children. Researchers have further operationalized
involvement as time spent engaging in positive activities (e.g., playing games, reading,
bathing the child; Hofferth et al., 2012). In addition, research often incorporates measures
of the quality of the father–child relationship or interaction (e.g., warmth-responsiveness
and control) in definitions of father involvement (Hofferth et al., 2012). Pleck (2010)
posited that this usage should be made explicit and proposed an improved
conceptualization of involvement that includes three core components, which are as
follows: (a) warmth-responsiveness, (b) positive engagement activities, and (c) control
(Hofferth et al., 2012; Pleck, 2010). Pleck’s (2010) conceptual framework of father
involvement highlights that both fathers’ active engagement in activities and warmth and
responsiveness are central to the fathering role (Lee et al., 2016). Subsequent
investigations on father involvement commonly assessed father engagement, often
treating it synonymously with involvement (Hofferth et al., 2012). However, there is
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increasing research using the term “engagement” as a way to assess a father’s
engagement in services rather than family involvement (e.g., Lechowicz et al., 2019), and
for this dissertation, the term father involvement rather than father engagement is used.
Belsky’s (1984) model of the determinants of parenting suggests that paternal
behaviors are formed by the three following categories of influence: (a) characteristics of
the father (e.g., mental health), (b) characteristics of the child (e.g., temperament), and (c)
contextual sources of stress and support (e.g., marital relationship, residential status).
This model indicates that the three factors are not assumed to function in parallel; instead,
Belsky (1984) proposed that parental characteristics are the most important because they
affect parenting both indirectly and directly through effects on social factors (Coley &
Hernandez, 2006). Pleck (2010) later identified five interdependent determinants
associated with paternal involvement, which are as follows: (a) characteristics of the
father (demographic, personal, and psychological factors), (b) social support, (c)
community and cultural influencers (socioeconomic opportunity), (d) individual child
characteristics, and (e) institutional practices and public policies.
Interpersonal Acceptance and Rejection Theory and Paternal Warmth
One crucial dimension of fathering quality is warmth. Parental warmth is a term
commonly used to describe an aspect of the parent–child relationship, and research
supports the inclusion of fathers’ warmth as a key component of positive father
involvement (Lee et al., 2016). Warmth and affection between parent and child have been
linked with higher child self-esteem, better parent–child communication, and fewer child
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psychological and behavior problems (Cox, 2003). This section examines the etiology of
parental warmth that developed out of IPARTheory.
Interpersonal Acceptance and Rejection Theory
Research on IPARTheory dates back to the late 1800s, and it was Ronald
Rohner’s research as a psychologist in the 1960s, drawing from empirical studies on
issues of parental acceptance and rejection published since the late 1800s, that ultimately
led to the construction of the parental acceptance–rejection theory (PARTheory, now
known as IPARTheory; Rohner, 1977; Rohner, Khaleque, & Cournoyer, 2012).
Conceptual foundations for PARTheory were informed by several theoretical paradigms,
such as learning theory, attachment theory, psychoanalytic theory, and symbolic
interaction theory (Rohner & Carrasco, 2014; Rohner et al., 2012). In addition, the theory
draws from historical and literary insights dating as far back as two thousand years
(Rohner et al., 2012). PARTheory was further influenced by research outside the
sociological tradition; work from Baumrind examining parenting prototypes; and
research from Downey, Feldman, and colleagues examining rejection sensitivity (Rohner
& Carrasco, 2014). PARTheory researchers have worked for over four decades to
investigate the details of parent–child relationships and developmental issues (Rohner &
Carrasco, 2014; Rohner et al., 2012), primarily in the field of psychology. However, in
the late 1990s, a paradigm shift occurred in PARTheory: The main postulates of the
theory focused primarily on parental figures and how perceived parental rejection was
associated with certain personality characteristics (Rohner & Carrasco, 2014), but at this
time, the theory was extended beyond parental figures to include any figure with whom it
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would be possible to establish an affective bond throughout the lifecycle. Thus,
PARTheory was renamed IPARTheory (Rohner & Carrasco, 2014; Rohner et al., 2012).
IPARTheory is an evidence-informed theory of lifespan development and
socialization (Rohner, Khaleque, & Courmoyer, 2005). It posits that children universally
need acceptance and love from their parents or main attachment figures, and when this
need is not met, children tend to exhibit specific forms of psychological maladjustment
(Rohner et al., 2005; Rohner & Carrasco, 2014). According to IPARTheory, the parent
concept includes any primary attachment figure or caregiver (Rohner et al., 2005). It also
postulates that, when persons perceive that they have been rejected rather than accepted,
they will be more predisposed to develop behavioral problems, substance abuse,
depression or depressed affect, and other mental health issues (Rohner et al., 2005).
Parental Warmth
Rohner (1977) described parental warmth as a bipolar dimension whereby
acceptance lies on one end of the scale and rejection on the other. This dimension
captures the quality of the affectional bond between children and their parents and the
verbal and physical behaviors exhibited to express such feelings (Rohner et al., 2005).
Parental acceptance, a parenting practice that includes affection, nurturance, acceptance,
support, and love for children’s endeavors and accomplishments, is a critical parenting
behavior influencing child development (Khaleque & Rohner, 2002). The other end of
the warmth spectrum is marked by parental rejection (Ali et al., 2015; Rohner et al.,
2005; Rohner et al., 2012). According to Rohner, Khaleque, and Courmoyer (2005),
parental rejection can be presented as any combination of four principle expressions,
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which are as follows: (a) cold and unaffectionate (as opposed to warm and affectionate),
(b) hostile/aggressive, (c) indifferent/neglecting, and (d) undifferentiated rejection
(children’s beliefs that their parents do not really love or care about them despite a lack of
behavioral indicators that the parents are aggressive, neglecting, or unaffectionate).
Figure 1 graphically demonstrates Rohner et al.’s (2005) model of the warmth dimension
of parenting.

Figure 1. Rohner, Khaleque, and Courmoyer’s (2005) model of the warmth dimension of
parenting.
Children and adults appear to universally organize their perception of
acceptance/rejection in the four classes of behavior outlined above (Ibrahim, Rohner,
Smith, & Flannery, 2015; Rohner et al., 2005). This dimension can be viewed and studied
from the two following perspectives: as reported from an outside observer (behavioral
perspective) or as subjectively perceived by the individual (phenomenological
perspective; Rohner et al., 2012).
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IPARTheory research employs anthroponomy, a human sciences approach
characterized by the search for universals and worldwide principles of behavior that can
be shown empirically (Rohner et al., 2005). Ethnographic research, controlled
comparison studies, and holocultural methods have been used to assess the validity of
IPARTheory, as have quantitative psychological studies using self-report questionnaires,
such as the Parental Acceptance-Rejection Questionnaire (PARQ) or Personality
Assessment Questionnaire (PAQ), interviews, and behavioral observations (Rohner et al.,
2005). Ibrahim et al. (2015) tested the IPARTheory prediction that parental rejection in
childhood would lead to the development of rejection sensitivity in adulthood, and the
results from their study indicated that parental rejection in childhood did lead to rejection
sensitivity in adulthood. Research on this theory has also been examined from a crosscultural and international perspective, as well as in all major ethnic groups in the United
States (Rohner et al., 2005; Rohner et al., 2012).
Substantial research on IPARTheory has demonstrated the significant impact of
perceived parental acceptance/rejection on children’s psychological and behavioral
adjustment (Dwairy, 2010; Geitsidou & Giovazolias, 2016; Rohner et al., 2005).
Research demonstrates that children with more accepting parents report positive selfesteem, positive self-adequacy, emotional responsiveness, and emotional stability
(Geitsidou & Giovazolias, 2016). Conversely, parental rejection has been linked to
psychiatric disorders across the lifespan and across cultures, ethnicities, and genders
(Ibrahim et al., 2015).
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Summary
Fathers have become increasingly involved with their children over the past few
decades (Bianchi & Milkie, 2010), and there has been an increase in the theoretical
efforts to broaden the conceptualization of fathering (Nelson, 2004). Research has
demonstrated that one central dimension of fathering is warmth. IPARTheory defines
parental warmth as a bipolar dimension whereby acceptance lies on one end of the scale
and rejection on the other, and extant research on IPARTheory has demonstrated that
parental acceptance/rejection plays a significant role in children’s psychological and
behavioral health (Geitsidou & Giovazolias, 2016; Rohner et al., 2005). However,
research on paternal warmth has also developed outside of this specific theoretical
orientation with significant contributions to our understanding of this construct and is
further discussed in chapter three.
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Chapter Three: Literature Review
Parents with a history of ACEs are more likely to struggle with mental illness, and
parents’ early childhood experiences have a direct impact on parenting (McDonnell &
Valentino, 2016; Murphy et al., 2014; Treat et al., 2019). To fully understand the
pernicious nature of ACEs, it is important to examine the literature that connects ACEs to
parenting and child outcomes, which is explored in this chapter. Research has also found
that experiences of discrimination may compound ACEs and their influence on parenting
(Slack et al., 2017). Therefore, this chapter further examines the literature on ACEs and
parenting with a focus on racial identity. Given additional research on paternal warmth
developed outside of IPARTheory, as noted in chapter two, this chapter also examines
literature on parental warmth as a construct separate from IPARTheory and makes an
argument for the more comprehensive definition of paternal warmth found in this
literature. The chapter concludes with an examination of the relationship between
paternal warmth and many known predictors of father involvement and paternal warmth,
namely, depression, anxiety, marital/relationship status, residential status, co-parenting,
and parental stress. The inclusion of physical health as a control and mediating variable
for paternal warmth is largely exploratory but will also be discussed here.
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Adverse Childhood Experiences and Mothering
Substantial research on ACEs and parenting has focused on mothering, and it is
discussed here to extrapolate the findings to the paternal context because the research on
ACEs and fathering is more limited. Research has connected maternal ACEs with a range
of adverse child outcomes. Specific outcomes associated with ACEs are also likely to
impinge on parenting, such as depression (Chapman et al., 2004), suicidality (Dube et al.,
2001), drug use (Dube et al., 2002), and risky health behaviors (Chung et al., 2010). All
these issues related to mothers create adversity in the children’s environment (Eismann et
al., 2019). Primary caregivers constitute a critical element of the child’s social
environment, and thus, caregiver stress related to ACE exposure could become a source
of environmental stress for the child (Condon et al., 2019). Parental ACE exposure has
been associated with higher odds of excessive television watching, asthma, and overall
poor health in children (Lê-Scherban, Wang, Boyle-Steed, & Pachter, 2018) and has been
shown to interfere with a parent’s ability to obtain preventive healthcare for their
children, which is an essential factor in promoting and protecting child wellbeing and
health (Eismann et al., 2019).
Numerous studies have connected maternal ACEs with a range of adverse
reproductive and child outcomes. For instance, a dose-response relationship was found
between maternal ACEs and the risk of adolescent pregnancy, whereby the prevalence of
youth pregnancy increases directly with the number of ACEs that occur (Hillis, Anda,
Dube, & Felitti, 2004; McDonnell & Valentino, 2016). One study found that there was a
higher prevalence of smoking, marijuana use, and illicit drug use during pregnancy
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among mothers-to-be who had been exposed to ACEs than mothers-to-be who had not
(Chung et al., 2010). ACEs have also been found to be associated with preterm birth, and
in a multiethnic sample, there was a decrease in gestational weeks of 0.063 for every
increase in ACEs after accounting for race and ethnicity (Smith, Gotman, & Yonkers,
2016), which is further associated with poor child outcomes. In a sample of over 100
Black mothers, Chung et al. (2009) found that mothers who had been exposed to physical
and verbal abuse in childhood were more likely to report spanking their infants than those
who did not have such experiences; mothers who spanked their infants were also more
likely to use corporal punishment as a parenting strategy (Chung et al., 2009). Higher
maternal ACE scores have been shown to be significantly correlated with higher child
self-reported depressive symptoms (Dennis, Clohessy, Stone, Darnall, & Wilson, 2019).
Moreover, mothers with childhood exposure to household substance use, mental illness,
or an incarcerated household member are more likely to report at least one child
developmental concern (Sun et al., 2017). The existing research indicates that maternal
ACE scores are associated with higher rates of mental health diagnoses and lower
parenting self-efficacy (McDonnell & Valentino, 2016; Treat et al., 2019).
Maternal ACEs have also been demonstrated to negatively impact child
development in numerous domains, including communication, problem solving, and
motor skills (Folger et al., 2018). Moreover, a history of ACEs in mothers is associated
with pre- and postnatal depressive symptomology, as well as their infants’ maladaptive
socioemotional symptoms (McDonnell & Valentino, 2016). Schickedanz et al. (2018)
found that children of mothers with higher ACE scores had higher rates of internalizing
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and externalizing behaviors, hyperactivity, and emotional disturbance than children of
mothers with no ACEs did. Research further suggests that maternal ACEs are associated
with higher blood pressure levels and behavioral problems in children, and therefore, may
influence a child’s risk of experiencing toxic stress (Condon, 2019). Research also
suggests that mothers with higher ACE scores are less confident in their parenting skills,
which adversely affects their children’s social and emotional development (Treat et al.,
2019).
Adverse Childhood Experiences and Fathering
As described above, little research exists examining the impact of ACEs on
fathering. However, research examining the impact of ACEs on male functioning has
connected male ACE exposure with a range of risky behaviors. For example, Anda et al.
(2002) found that, among men, individual ACEs were positively associated with the
likelihood of undesired teen pregnancy during their adolescence, suggesting that ACEs
may play a role in male involvement in risky sexual behavior. Research has also found
that youth who have been exposed to domestic violence or who have been sexually or
physically abused have an average earlier age of first intercourse, more sexual partners,
and lower likelihood of using contraception relative to their peers (Dembo, Williams,
Wotke, Schmeidler, & Brown, 1998; Mason, Zimmerman, & Evans, 1998). Studies have
also shown increases in the risks of drug use, alcoholism, and sexual promiscuity among
men resulting from ACE exposure (Dietz et al., 1999). One study that focused on fathers
noted that fathers with higher ACE scores reported more anxiety and depressive feelings
during their partners’ pregnancy than fathers with lower ACE scores did (Skjothaug,
33

Smith, Wetzel-Larsen, & Moe, 2015). Despite an increasing focus on fathering in
research (e.g., Bellamy, 2009), parenting research continues to focus mainly on mothers
as the primary caregivers, and less is known about how ACEs influence parenting for
fathers. This highlights the need for literature to be more inclusive of fathers and suggests
a need to examine the effects of ACEs on fathers.
Adverse Childhood Experiences and Parenting
While parenting research has tended to focus on mothers as primary caregivers,
the few studies that have included both men and women indicate a need for more
research related to fathering because the results are mixed in terms of the differential
influence of ACEs on parenting based on the parent’s gender (e.g., Schickedanz et al.,
2018). For example, in a retrospective cohort study of 122 father–child and 311 mother–
child dyads, researchers found that, for each additional ACE, there was a 34% increase in
the risk of suspected developmental delay for their child for fathers and an 18% increase
in the risk for mothers (Folger et al., 2018). This suggests there is a stronger relationship
between the impact of ACEs on child development for fathers than there is for mothers.
Conversely, Eismann et al. (2019) found that maternal ACE exposure was significantly
associated with missed well-child visits, and for each additional maternal ACE, there was
a 12% increase in the incidence rate of missing the visit. However, no statistically
significant association was found for fathers. Moreover, father involvement has been
shown to moderate the relationship between maternal ACEs and child maladaptive
schemas, or maladaptive beliefs, cognitions, and attitudes (Zeynel & Uzer, 2020). When
fathers are actively involved in their children’s development, this involvement can
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compensate for the negative effects of a mother’s negligence in terms of maladaptive
schema formation (Zeynel & Uzer, 2020).
Adverse Childhood Experiences and Race
Marginalized status can cause stress on individuals as they attempt to navigate
parenting challenges, particularly if they do not have extensive support systems (Haines
et al., 2014), and differences in parenting behaviors have been documented based on
racial identity (e.g., Robinson & Harris, 2013). When examining the impact of ACEs on
parenting, it is imperative to explore how race and ethnicity intersect with ACEs given
that racial minorities have been found to have a disproportionately higher prevalence of
experiencing ACEs (Slopen et al., 2016). Research has demonstrated that experiences of
discrimination may compound ACEs and their impact on parenting (Slack et al., 2017).
For example, pregnant Black women are more likely to report experiencing at least one
ACE, racial discrimination, and psychological stress; they are also more likely to live in
disadvantaged neighborhoods and report lower levels of social support compared with
pregnant white women (Giurjescu & Misra, 2018). Research has also noted that Black
expectant fathers experience higher rates of daily unfair treatment resulting from their
race and ethnicity compared with white expectant fathers (Giurjescu & Misra, 2018).
Furthermore, high levels of discrimination and life stress have been associated with more
symptoms of depression and anxiety, which is related to conflicted and less effective
parental relationships in Black families (Carter, 2007; Murry et al., 2001).
The incidence of ACEs has also been shown to vary by racial identity, with Black
and Hispanic children at higher risk for exposure when compared with white children
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(Reinert, Campbell, Bandeen-Roche, Sharps, & Lee, 2015; Slack et al., 2017). Slopen et
al. (2016) found that Black and Hispanic children were more likely to be exposed to more
than one ACE compared with white children, and this pattern held true when examining
the likelihood of exposure to each individual ACE, with the exception of household
members with mental illness and household members with drug or alcohol problems.
This variation in incidence may be related to experiences of discrimination unique to
these populations (Reinert et al., 2015). However, research suggests that Hispanic
children of immigrant parents have a lower prevalence rate of having two or more ACEs
compared with Hispanic children of U.S.-born parents (Loria & Caughy, 2017; Slopen et
al., 2016), while children of immigrant parents have a lower overall exposure to
individual ACEs compared with U.S.-born parents (Slopen et al., 2016).
Research has found that socioeconomic status plays a role in ACE exposure, with
poorer children three times more likely to be exposed to adversities relative to wealthier
children (Loria & Caughy, 2017; Slopen et al., 2016). However, a significant interaction
between race, ethnicity, and income has been found, and there is an increased risk of
ACE exposure as income increases for racial and ethnic minorities, suggesting that
minority children may not receive the same benefits as white children from household
income (Slopen et al., 2016). However, few studies examine the interaction between
ACEs and racial identity in parenting, despite research indicating higher overall ACE
scores for racial minorities (e.g., Steele et al., 2016). This suggests a need for research to
better understand this phenomenon.
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Paternal Warmth and Child Outcomes
Parental warmth has been considered a primary dimension of parenting behavior
(Maccoby & Martin, 1983). While this dimension of parenting emerged in research
connected to IPARTheory, it also emerged as an independent construct roughly 60 years
ago from descriptive studies on the characteristics of parent–child relationships
(MacDonald, 1992). Paternal warmth can be viewed as an aspect of parenting style as
displayed in interactions with the child (Darling & Steinberg, 1993), and it denotes the
expression of positive affection, admiration, and affect toward the child (Davidov &
Grusec, 2006). Schaefer (1959) identified a dimension of warmth/hostility, ranging from
high sensitivity, affection, and positive reinforcement to the child’s needs on one end of
the spectrum to rejection and hostility on the other (MacDonald, 1992). Moreover,
Baumrind (1997) noted that authoritarian parents tend to be aloof, cold, and hostile, while
authoritative parents are typically warm and accepting.
More contemporary definitions of warmth have expanded the definition to include
the nonverbal and verbal behaviors that mirror overall acceptance, including expressions
of support, positive affect, affection, and positive involvement regarding a child (Drake
& Ginsburg, 2012; Epkins & Harper, 2016; Skinner et al., 2005). The warmth dimension
has historically been considered unidimensional, with hostility/rejection on one end and
warmth/acceptance on the other (Maccoby & Martin, 1983). However, recent evidence
suggests that the constructs of warmth/acceptance and hostility/rejection are
bidimensional, or separate and distinct (although inversely related), and that they have

37

differential impacts on many areas of children’s adjustment (Epkins & Harper, 2016;
Sentse, Lindenberg, Omvlee, Ormel, & Veenstra, 2010; Skinner et al., 2005).
Research routinely finds paternal warmth to be a significant predictor of child
outcomes (Rohner et al., 2005) that is directly and consistently associated with positive
behavioral outcomes among children (Shafer et al., 2019). Research that has specifically
explored paternal warmth suggests that children of emotionally engaged fathers, or those
who display higher paternal warmth, are physically and emotionally healthier (Wilson &
Prior, 2011). Research on children under the age of 5 years that used data from the Early
Childhood Longitudinal Program, Birth Cohort (ECLS-B), a nationally representative
sample of approximately 14,000 children, found that paternal warmth was associated
with less risk of infant cognitive delays (Bronte-Tinkew, Carrano, Horowitz, &
Kinukawa, 2008), as well as young boys’ higher math and reading scores (Baker, 2017).
Another study that utilized data from the Panel Study of Income Dynamics (PSID), the
longest running longitudinal household survey in the world with a nationally
representative sample of over 18,000, found that nonresidential fathers’ warmth was
associated with a global measure of child wellbeing (Harper & Fine, 2006). Studies
among school-aged girls indicate that warmth in the father–child relationship when the
child was in first grade mediated the relationship between father–child interaction quality
and prosocial behavior when the child was in third grade (Webster, Low, Siller, &
Hackett, 2013).
While many constructs that comprise fathering are essential to examine in
research, for this study, paternal warmth will be the construct of examination, as previous
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research has found paternal warmth to be a unique significant predictor of a child’s
functioning, as well as being universal across a range of cultures (Ali et al., 2015). While
IPARTheory provides an important framework for conceptualizing parental warmth,
IPARTheory views acceptance/rejection along one warmth dimension ranging from
acceptance to rejection (Rohner et al., 2012), yet factor-analytic results on the PARQ
have found this construct to be two separate factors as follows: (a) acceptance
(warmth/affection) and (b) rejection (hostility/rejection; Gomez & Rohner, 2011).
Therefore, this study will conceptualize parental warmth as a separate construct in line
with more contemporary definitions and define parental warmth as the nonverbal and
verbal behaviors that mirror overall acceptance, including expressions of support,
positive affect, affection, and positive involvement regarding a child (Drake & Ginsburg,
2012; Epkins & Harper, 2016; Skinner et al., 2005).
Predictors of Paternal Warmth and Father Involvement
Drawing on the overlap between Belsky (1984) and Pleck (2010), this study
focuses on personal (i.e., age, race, income, depression, anxiety, parental stress) and
social (i.e., relationship and residential status, co-parenting) father characteristics. These
predictors are significant because there is strong empirical evidence of their effect on
paternal warmth or father involvement, and they are examined further below. While no
literature has examined the effects of health on father involvement, research on mother’s
health suggests that poor physical health has negative impacts on parenting (BeLue,
Halgunseth, Abiero, & Bediako, 2015). This issue is discussed and examined in this
study to address the identified gap in the literature. When there is not enough literature on
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the relationship between paternal warmth and the described predictor, the dissertation
will draw on fathering and father involvement literature because they are closely related
and paternal warmth is a dimension of father involvement.
Age
Several studies have indicated that the age of the father has little or no effect on
father involvement (Ahmeduzzaman & Roopnarine, 1992; Sanderson & Thompson,
2002). However, some studies suggest that father involvement is impacted by age, yet
there seem to be inconsistent findings with how it impacts father involvement. Some
research suggests that younger fathers are more involved in certain activities (HaywardEverson, Honegger, Glazebrook, Rabeno, & Yim, 2018). For instance, Baker (2014)
found that younger fathers were more likely to engage in play with their children
compared with older ones. Similarly, Hofferth (2003) found that older fathers are less
likely to spend time with their children than younger fathers are. Conversely, Volling and
Belsky (1991) found that older fathers, as opposed to younger fathers, may be more
responsive and affectionate with their infant children. Relatedly, Castillo et al. (2011)
found that older fathers in their study were more involved than younger fathers. There are
clearly inconsistencies related to the impact of paternal age and fathering, and further
research is needed to clarify this relationship.
Race
The literature suggests that fathers from different racial and ethnic backgrounds
may participate in fathering differently, possibly because of cultural norms or structural
barriers and supports (Bowman & Forman, 1997; Parke et al., 2004). However, to date,
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empirical results have been mixed (Coley & Hernandez, 2006). Some studies have found
that racial minority fathers tend to differ from non-minority fathers in fathering with
their children (e.g., Blair, Wenk, & Hardesty, 1994; Hofferth, 2003). For example, Child
Trends (2006) found that more white, non-Hispanics, and Hispanics reported daily
hugging (76% and 73%, respectively) compared with Black, non-Hispanic fathers (56%).
Hispanic and white, non-Hispanic fathers were also more likely than Black, non-Hispanic
fathers to tell their children they are loved (63% and 65% compared to 45%; Child
Trends, 2006). Hofferth (2003) found that Black fathers exhibited less paternal warmth
than white fathers but noted that this difference was reduced when controlling for
family structure and economic status. Research also suggests that Latino, particularly
Mexican American, fathers are most likely to be married (Coley & Hernandez, 2006),
and marriage is strongly associated with father involvement (e.g., Landale & Oropresa,
2001). However, among unmarried parents, Latino fathers have less contact with their
children than white and Black unmarried low-income fathers do (Lerman & Sorensen,
2000; Stier & Tienda, 1993).
Research indicates that differences in father involvement across racial and ethnic
identity may be nuanced and not easily described by general patterns (Bellamy, Thullen,
& Hans, 2015). Research using detailed measures of father involvement, such as time
diaries, has noted inconsistent and complex patterns of father involvement across racial
and ethnic identities (Hofferth, 2003; King, Harris, & Heard, 2004). Researchers and
theorists have proposed that the differences in fathering may relate to the different
developmental competencies needed for children of different racial identities (Hofferth,
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2003). These competencies may likely be adaptive for the settings in which they are
expected to develop and reside, and therefore, racial minority fathers may teach skills that
help their children navigate systems of oppression and potentially dangerous
environments (Hofferth, 2003). However, despite some research on differences in
fathering by racial identity, this work is limited, and continued exploration of
commonalities and differences in father involvement across racial and ethnic groups is
needed (Coley & Hernandez, 2006).
Income
Research has consistently demonstrated that economic disadvantage is associated
with less positive parenting across the spectrum of parenting behaviors (Bradley &
Corwin, 2002; McLoyd, Cauce, Takeuchi, & Wilson, 2006). Many of the problematic
components of modern fatherhood, such as a lack of economic support for and contact
with nonresident children or relational instability between parents, are indirectly and
directly related to fathers’ income levels (Nelson, 2004). Low-income nonresident fathers
face many obstacles to staying involved in their children’s lives, including lack of
employment, new partner relationships, and difficulties getting along with the mother of
their child (Futris & Schoppe-Sullivan, 2007), and financial resources and socioeconomic
opportunities have been shown to affect father involvement (Hayward-Everson et al.,
2018). Child Trends (2002) indicates that children under the age of 13 in lower
socioeconomic two-parent families spend less time with their fathers than children in
higher socioeconomic two-parent households. King et al. (2004) found that lower
socioeconomic status, combined with the decreased likelihood of Black fathers marrying,
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was associated with lower levels of father involvement among this population. Research
further suggests that men are particularly sensitive to financial problems, as well as
negative social forces, such as racism, which then are linked with problems in the coparental relationship and poorer parenting (Rienks et al., 2011).
Residential and Relationship Status
The extent of a father’s involvement and the forms it can take are significantly
shaped by his residential status (Nelson, 2004). Fathers who reside in the same home as
their children are more likely to be involved with their children compared with fathers
who do not reside in the same home (Castillo et al., 2011). Research on nonresident
fathers’ paternal involvement often emphasizes low rates of parent–child contact,
especially among fathers with older children (Cabrera, Ryan, Mitchell, Shannon, &
Tamis-LeMonda, 2008). Studies have indicated that nearly 40% of nonresident fathers
visit their preschool age child weekly, a percentage that drops to 22% when the child is of
school age (Cabrera et al., 2008; Coley & Chase-Lansdale, 1999). Moreover, a national
study showed that 90% of residential fathers of children under the age of 5 years
diapered, bathed, or dressed their child several times a week or more, compared with
31% of nonresident fathers (Jones & Mosher, 2013). Not sharing a residence with their
child may make it more difficult for nonresident fathers to be involved (Castillo et al.,
2011). Black fathers from low-income neighborhoods disproportionately represent
nonresident parents, and therefore, they are at higher risk of demonstrating low levels of
involvement with their children (Coates & Phares, 2014; Coley, 2001). Interestingly,
Cabrera et al. (2008) found that nonresident white fathers were less involved with their
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children compared with Latino and Black fathers. However, Cabrera et al. (2008) noted
that this difference could be explained by the status of the father–mother relationship, as
white nonresident fathers were less likely than minority nonresident fathers to maintain
romantic relationships with their children’s mother.
Co-residential, or cohabitating, status (i.e., parents living in the same household)
and relationship status have been indicated as predictors of father involvement. Noncohabitating, unwed fathers are at an increased risk of low levels of father involvement
(Cabrera et al., 2004). Compared with married fathers, cohabitating fathers are less likely
to be involved with their children but more likely to be involved compared with
nonresident unmarried fathers (Nelson, 2004). A study on families with young children
reported that married fathers were more involved in infant care as compared with
cohabitating fathers and unmarried nonresident fathers (Landale & Oropresa, 2001).
Landale and Oropresa (2001) also found that 92% of married fathers contributed
financially to the mother at the time of their child’s birth, compared with 85% of
cohabitating fathers and 40% of unmarried, nonresident fathers.
Research also suggests that low-income fathers are less likely to be involved
when mothers re-partner (Hofferth et al., 2002) and more likely to maintain high levels of
father involvement when they are in a romantic relationship with a child’s mother (King
et al., 2004). Patterns of cohabitation over time can also affect father involvement. For
example, data from Fragile Families suggest that fathers who live with their child’s
mother at the time of birth contribute more than fathers who are romantically involved
with the mother but do not co-reside (Carlson & McLanahan, 2004). Research has
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posited that cohabitating couples do not pool their money in the same manner as married
couples (Winkler, 1997), and cohabiting fathers appear to fall somewhere between
married fathers and nonresident but romantically tied fathers in terms of their father
involvement (Nelson, 2004). Furthermore, Furstenberg and Harris (1992) found that
divorced fathers seldom maintain frequent contact or close relationships with their
children, and despite some fathers becoming more involved when children enter late
adolescence or early adulthood, these increases seldom result in strong affective bonds
between father and child.
Co-parenting
Co-parenting refers to the ways in which partners support one another in their
joint role in leading the family (Bögels et al., 2008). Research indicates that when parents
are more satisfied with their couple relationship, both fathers and mothers are observed to
have warmer, more sensitive, and appropriate limit-setting interactions with their children
(Adler-Baeder et al., 2013; Harold, Aitken, & Shelton, 2007). Researchers suggest that a
supportive co-parenting relationship provides encouragement for father involvement,
while a conflictual co-parenting relationship may hinder a father’s involvement in child
rearing (Jia & Schoppe-Sullivan, 2011). Research has demonstrated associations between
interparental relationship quality and father involvement (Jia & Schoppe-Sullivan, 2011)
and suggests that fathers, more than mothers, withdraw from their children when there
are problems in the co-parental relationship (Rienks et al., 2011). For example, a
supportive interparental relationship in both married and unmarried couples is associated
with a father’s greater involvement with children (e.g., Hohmann-Marriott, 2011;
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McBride & Rane, 1998), while interparental conflict predicts less engaged parenting by
fathers (e.g., Carlson & McLanahan, 2006). Drawing on information from the Fragile
Families study, Waller (2012) found that the quality and quantity of father involvement is
significantly higher when unmarried parents establish a cooperative rather than a
disengaged or conflicted co-parenting style. Moreover, research indicates that fathers
who support mothers during pregnancy and birth may create a sense of co-parenting and
cooperation that leads to positive patterns of involvement in the coming months and years
(Coley & Hernandez, 2006).
Parental Stress
Existing research suggests that parental stress is common among parents (Seginer,
Vermulst, & Gerris, 2002). Parental stress refers to the annoyance and frustration that
parents experience stemming from their perception of their child, the demands the child
makes of them, and the demands of being a parent (McBride, 1991). It reflects the fears,
anxieties, and negative feelings that are evoked by the caregiving role (Scher &
Sharabany, 2005). Parental stress is distinct from stress in other domains of life (e.g.,
work stress) and is often more strongly tied to parenting behavior than is stress in other
domains (Deater-Deckard, 1998). Although stress in parenting has significant
consequences for families, empirical work on this issue, particularly as it relates to
fathers, has been slow to advance, and the majority of studies have focused on maternal
stress in parenting (Bronte-Tinkew, Horowitz, & Carrano, 2010). Research with mothers
suggests that high levels of parenting stress are associated with lower levels of maternal
warmth (Deater-Deckard & Panneton, 2017). The limited research that exists on fathers
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indicates that parenting stress has a negative impact on father involvement (BronteTinkew et al., 2010). In their study examining the impacts of parental stress on father
involvement, Bronte-Tinkew et al. (2010) found that parental stress is significantly
associated with lower levels of father involvement, as well as negative co-parenting
relationships, and they noted a more negative association for fathers with a household
income below the poverty threshold. Moreover, parenting stress has been associated with
lower levels of warmth in parenting (Deater-Deckared & Panneton, 2017).
Depression
Depression is the most common mental health issue in the United States and has
been shown to disproportionately affect parents (Troister et al., 2015). Furthermore,
parenting can increase the risk of depression. Parents are about 15% more likely to be
clinically depressed compared with nonparents (Kessler et al., 2003). Fathers’ selfreported depression symptoms are associated with less positive parenting behaviors (e.g.,
less warmth) and more negative parenting behaviors (e.g., hostility and rejection; Wilson
& Durbin, 2010). Baker (2014) found that Black fathers who experienced fewer
depressive symptoms engaged in more frequent play with their children. In addition,
Coates and Phares (2014) suggested that Black fathers with healthier psychological
wellbeing had greater levels of paternal involvement. Moreover, research has found that
fathers’ depression is related to lower father-reported warmth even when controlling for
fathers’ anxiety (Epkins & Harper, 2016).
As an interpersonal condition, depression affects how people interact with one
another and the quality of personal relationships (Shafer, Fielding, & Wendt, 2019).
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Wilson and Durbin (2010) suggested that the interactions of a depressed parent fall into
the two following categories: (a) the lack of positive parenting attributes, such as paternal
warmth, and (b) an overabundance of negative parenting. Depressive symptoms like
withdrawal, fatigue, and apathy may influence parenting (Shafer et al., 2019). Additional
depressive symptoms, such as low self-esteem, hopelessness, or pessimism, may be
particularly related to parental warmth (Shafer et al., 2017), as children may react to their
depressed parent in ways that decrease parent–child interactions (Shafer et al., 2019).
Some children may choose to spend less time with their depressed parent because they
seem difficult to be around or relate to (Kane & Garber, 2004). Relatedly, children may
choose to share less information with their depressed parents, particularly if they seem
disinterested in their activities, whereabouts, or wellbeing (Fletcher, Steinberg, &
Williams-Wheeler, 2004; Shafer et al., 2017).
Anxiety
Anxiety disorders are among the most common mental health illnesses, with a
lifetime prevalence rate of 17% (Sommers et al., 2006). A recent body of literature on
general anxiety symptoms in fathers during their transition to parenthood provides robust
evidence that paternal anxiety is a notable concern (Leach et al., 2016). Symptoms of
anxiety, such as worry, nervousness, and avoidance, may lead anxious parents to avoid
situations that they perceive as threatening for themselves and/or their children (Epkins &
Harper, 2016). Recent investigations have indicated that parental anxiety may be related
to “anxiety enhancing” parenting behaviors, such as hostile, critical, or rejecting behavior
and low levels of parental warmth (Ginsburg & Schlossberg, 2002). Research has found
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that anxiety-disordered fathers, relative to non-anxious fathers, to be more rejecting and
less warm toward their child in a family interaction task (Bögels et al., 2008). Moreover,
anxiety-disordered parents, relative to non-anxious parents, have been found to selfreport less warmth and display less warmth in parent–child interactions (e.g., Drake &
Ginsburg, 2011; Lindhout et al., 2006).
Physical Health
The inclusion of physical health as a control and mediating variable to father
involvement in this dissertation study is largely exploratory because the literature
contains no information on the effects of health and father involvement. The little
research that exists on mothers’ health and motherhood demonstrates that mothers with
physical illness or poor physical health experience additional challenges in parenting
(BeLue et al., 2015). Armistead et al. (1995) suggest that poor physical health may
influence parenting behaviors, such as support, reinforcement, and discipline, in addition
to changes in household routines, such as irregular bedtimes and meals, and parental
unavailability because of periods of illness. Moreover, mothers with a chronic disease
have to balance the activities and demands of motherhood with medical, physical, social,
and emotional management of the disease, which can further limit their capacity to
achieve their ideal goal of mothering (Farber, 2000). Poole, Willer, and Mendelson
(2009) found that mothers who were diagnosed with scleroderma reported that their
health interfered with certain aspects of motherhood, such as being able to get up and
down from the floor to play with their children. A study on mothers who were diagnosed
with multiple sclerosis (MS) and rheumatoid arthritis (RA) found that for mothers with
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MS, the number of children in their families and their sleep quality and quantity were
associated with high levels of parenting stress, while for mothers with RA, fatigue was a
significant predictor of parenting stress (White, White, & Fox, 2009). Research
concerning the effects of chronic disease on motherhood provides insight into the
potential negative impact of poor health on fathering, suggesting that poor health is likely
to decrease father involvement and limit a father’s capacity to engage in high paternal
warmth.
Conclusion
Childhood trauma has a direct impact on parenting (McDonnell & Valentino,
2016; Treat et al., 2019). Parents with a history of ACEs are more likely to struggle with
mental illness in adulthood (Murphy et al., 2014) and have children at an augmented risk
for behavioral health issues (Schickedanz et al., 2018). However, most of this work has
focused on mothers, and few studies have explored the relationship between ACEs and
fathering (Kolomeyer et al., 2016; Steele et al., 2016). Research on fathering has
identified personal (e.g., age, race, income, parental stress, depression, and anxiety) and
social (e.g., residential and relationship status, co-parenting) predictors of paternal
warmth and father involvement. While poor physical health may influence parenting
behaviors, such as support, reinforcement, and discipline (Armistead et al., 1995), little is
known about how physical health affects paternal warmth. Research has also found that
discrimination can compound ACEs and influence parenting (Slack et al., 2017). This
suggests a need to better understand how ACEs affect paternal warmth while controlling
for known predictors. Further, it suggests a need to understand how this relationship
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might vary based on racial identity. Moreover, given the extant literature on ACEs and
later life health and mental health challenges (i.e., anxiety, depression, poor health), it
suggests a need to understand if the relationship is mediated by anxiety, depression, and
health. This study seeks to address gaps in the current literature by utilizing an
intersectional approach to examine the relationship between childhood trauma and
fathering, with a specific emphasis on paternal warmth, to further understand if and how
racial identity moderates this relationship, and to identify if the relationship between
childhood trauma and paternal warmth is mediated by paternal depression (as measured
by the Center for Epidemiological Studies Depression Scale [CES-D]), paternal anxiety
(as measured by the Beck Anxiety Inventory [BAI]), or physical health.
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Chapter Four: Methods
This methods chapter reviews the purpose of the study and identifies the research
questions. Furthermore, it discusses the models that are tested in the current study and the
methods used to test the hypothesized relationships.
Purpose
The purpose of this study is to understand how adverse childhood experiences
(ACEs) influence paternal warmth and to identify how this relationship may be mediated
and vary based on racial identity. Moreover, given the extant literature on adverse
childhood experiences and later life health and mental health challenges (i.e., anxiety,
depression, poor health), it suggests a need to understand if the relationship is mediated
by anxiety, depression, and health. I examine three research questions to understand the
relationship between childhood trauma, racial identity, and paternal warmth. The research
questions are as follows:
•

Question 1: Does childhood trauma (as measured by ACEs) influence
paternal warmth? I hypothesize that childhood trauma does affect paternal
warmth, given that there is strong evidence that it does so for mothers, with
higher ACE scores resulting in lower paternal warmth (see Figure 1).

•

Question 2: Is there a difference in the relationship between childhood trauma
and paternal warmth based on racial identity? I hypothesize that not only will
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childhood trauma decrease paternal warmth but also that the negative
relationship between ACEs and paternal warmth will be amplified for racial
minority fathers and that racial minority fathers may have different levels of
paternal warmth compared with white fathers (see Figure 1).
•

Question 3: Is the relationship between childhood trauma and paternal
warmth mediated by paternal depression (as measured by the Center for
Epidemiological Studies Depression [CES-D] Scale), paternal anxiety (as
measured by the Beck Anxiety Inventory [BAI]), or physical health? I
hypothesize that higher ACE scores will increase anxiety, depression, and
reports of poor physical health, which will subsequently attenuate paternal
warmth (see Figure 1). Moreover, I hypothesize that not only will childhood
trauma decrease paternal warmth but also that the relationship between
childhood trauma and paternal warmth will be mediated by depression,
anxiety, and physical health.

Figure 2. Hypothesized study model of the influences of ACEs and racial identity on
paternal warmth.
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Figure 3. Hypothesized study model of the mediation relationships of the influences of
ACEs and anxiety, depression, and physical health on paternal warmth.
Methodology
Study Design
This study utilized cross-sectional national data to conduct a secondary data
analysis. The data were drawn from the Survey of Contemporary Fatherhood (SCF),
which is described in more detail below. These data were used to answer the research
questions. Given these data have already been collected, and they do not comprise any
identifiable information on the subject, the researcher applied for a letter of determination
from the institutional review board (IRB) that the study was non-human subjects
research, and this was granted.
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Survey of Contemporary Fatherhood
Data from the SCF study were collected through the Brigham Young University’s
Men’s Studies Research Lab. The SCF is a non-randomized quota sample of roughly
2,300 fathers, stepfathers, and father figures. Participants were recruited via Qualtrics
panels, where a pool of candidate participants was formed from an opt-in online panel
and contacted via email based on demographic data. Likely respondents were made
aware of the inclusion criteria for the survey and given a link to the survey. Once
respondents clicked on the link, they were shown the informed consent screen. If they
consented to participate, they were asked filtering questions related to their parental
status, gender, age, and other data used to ensure a representative quota sample. Quota
samples have better response rates than random samples do, while often producing
similar results (Shafer et al., 2019; Weinberg, Freese, & McElhattan, 2014). However,
because they can be biased, quota samples do not reliably produce generalizable results
(Shafer et al., 2019; Yang & Banamah, 2014). Individuals who qualified for the survey
based on their responses to the filter questions then received the full survey. Qualtrics
provided the arranged compensation based on average time of completion for the survey.
Upon completion of the survey, Qualtrics provided compensation to the participants in
the form of points that could then be exchanged for articles like gift cards or charity
donations on their behalf. In congruence with the best practices delineated by the
American Association for Public Opinion Research (Baker et al., 2010), numerous
quality checks were employed by Qualtrics, including identification of careless
respondents, guards against multiple submissions, survey length minimums, and data
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quality checks (Shafer et al., 2019). Respondents were not asked for any contact
information for potential follow-up, such as an email address, as this is against Qualtrics
policy.
Participants. The inclusion criteria for the SCF study specified that a participant
must
•

be a biological father (residential or non-residential), adoptive father
(residential or non-residential), residential stepfather, or residential father
figure;

•

be at least 18 years old; and

•

have a child between the ages of 2 and 18 years.

Measures
Independent Variable: Adverse Childhood Experiences Questionnaire
The ACE Study questionnaire (Dube et al., 2003; Felitti et al., 1998) was
developed to identify specific ACEs, and it was used to retrospectively assess forms of
neglect, abuse, and household dysfunction in childhood, exhibiting strong internal
consistency in previous research (α = .90; Felitti et al., 1998). In this study, ACEs were
assessed using 19 questions asking participants to recall specific events prior to their 18th
birthday, with a dichotomous response option of yes or no. The items were as follows:
1. Did you often or very often feel that your parents were too drunk or high to
take you to the doctor if you needed it?;
2. Did a parent or other adult in the household often or very often swear at you,
insult you, put you down, or humiliate you?;
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3. Did a parent or other adult in the household act in a way that made you afraid
that you might be physically hurt?;
4. Did a parent or other adult in the household often or very often push, grab,
slap, or throw something at you?;
5. Did a parent or other adult in the household ever hit you so hard that you had
marks or were injured?;
6. Did an adult or person at least 5 years older than you ever touch or fondle you
or have you touch their body in a sexual way?;
7. Did an adult or person at least 5 years older than you ever attempt to have oral
or anal intercourse with you?;
8. Did you often or very often feel that no one in your family loved you or
thought you were important or special?;
9. Did you often or very often feel that your family didn’t look out for each other,
feel close to each other, or support each other?;
10. Did you often or very often feel that you didn’t have enough to eat, had to wear
dirty clothes, and had no one to protect you?;
11. Did you often or very often feel that your parents were too drunk or high to
take care of you?;
12. Was a biological parent ever lost to you through divorce, abandonment, or
other reason?;
13. Did a household member go to prison?;
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14. Was your mother or stepmother often pushed, grabbed, slapped, or had things
thrown at her?;
15. Was your mother or stepmother repeatedly hit over at least a few minutes or
threatened with a gun or knife?;
16. Did you live with anyone who was a problem drinker or alcoholic?;
17. Did you live with anyone who used street drugs?;
18. Was a household member depressed or mentally ill?; and
19. Did a household member attempt suicide?
The measure of ACEs had strong internal consistency in the current study (α = .82). This
variable was explored as a continuous variable, dichotomous variable (ACEs v. no
ACEs), and as a categorical variable (fathers with an ACE score of 0, fathers with an
ACE score of 1–3, and fathers with an ACE score of 4 or more). However, for the
purposes of this study, and in line with previous research suggesting clinical thresholds
(e.g., Murphy et al., 2014), this study categorizes ACEs into three distinct categories: (a)
fathers with an ACE score of 0, (b) fathers with an ACE score of 1–3, and (c) fathers with
an ACE score of 4 or more.
Dependent Variable: Paternal Warmth
Given that paternal warmth is not a time-invariant construct and must be
measured differently at different ages, two separate measures were utilized to capture
paternal warmth—one measure for fathers with children between the ages of 2 and 8
years and a separate measure for fathers with children between the ages of 9 and 18
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years. For these questions, participants were asked to focus on their youngest child who
was at least 2 years old but not older than 18 years.
For children aged 2 to 8, warmth was measured with eight items that contained
response options on a scale of 1 (not at all like me) to 5 (exactly like me), based on
questions in the Early Childhood Longitudinal Survey-Birth Cohort (ECLS-B). These
items have been shown to have good internal consistency in previous research (α =.87;
Shafer et al., 2019). Potential scores for this measure range from 8 to 40. The items
indicate how frequently fathers engaged in the following behaviors: (a) being affectionate
toward their child, (b) behaving in an easygoing/relaxed way with their child, (c) praising
their child, (d) smiling at their child, (e) bragging about their child, (f) using affectionate
nicknames, (g) thinking about the child, and (h) enjoying holding/cuddling their child
(Shafer et al., 2019).
This measure demonstrated strong internal consistency in the current study (α =
.87). However, this variable was highly skewed, with most participants reporting high
levels of paternal warmth despite attempts to transform this variable into a more normal
distribution. When plotting the residuals of this variable, there was an observable weak
positive association between ACEs and paternal warmth. However, it was more evident
for fathers in the lower ACE range, and given the issue of fanning and more dispersion at
the lower end of the ACE scores, a linear regression analysis was not appropriate.
Therefore, the decision was made to dichotomize this variable to compare the fathers
with the lowest quartile of warmth score to fathers in the higher three quartiles given the
lowest quartile contained most of the variance.
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For children aged 9 to 18, warmth was measured using nine items based on
questions developed in the Eunice Kennedy Shriver National Institute of Child Health
and Child Development (NICHD) Survey of Early Child Care and Youth Development
(SECCYD) study. Responses were provided on a scale of 1 (never) to 4 (always). These
items indicate how frequently fathers engaged in the following behaviors: (a) helping
their child, (b) expressing that they cared about their child, (c) listening to their child, (d)
acting supportively, (e) acting in a loving manner, (f) laughing at something funny
together, (g) expressing that they appreciated their child, (h) telling the child they were
loved, and (i) trying to understand the child’s feelings.
Prior research has found strong internal consistency with the listed items (α = .90;
Shafer et al., 2019). Similarly, this measure demonstrated strong internal consistency in
the current study (α = .92). However, as for fathers with children aged 2 to 8 years, this
variable was highly skewed, with most participants reporting high levels of paternal
warmth despite attempts to transform this variable into a more normal distribution. When
plotting the residuals of this variable, there was an observable weak positive association
between ACEs and paternal warmth. However, this was more evident for fathers in the
lower ACE range, and given the issue of fanning and more dispersion at the lower end of
the ACE scores, a linear regression analysis did not seem appropriate. Therefore, the
decision was made to similarly dichotomize this variable to compare the fathers with the
lowest quartile of warmth score to fathers in the higher three quartiles given the lowest
quartile contained most of the variance. Moreover, this allowed for these groups to be
combined into one group for additional analysis.
60

The two measures were combined into a single variable, as done in previous
research, to further assess the relationship between ACEs and paternal warmth for fathers
(Shafer et al., 2019). Given the differences between the two scales for paternal warmth,
each measure for both younger and older children was standardized. Each measure was
given a z score indicating the standard deviation difference between the individual score
and the age group mean. However, given the highly skewed nature of this measure, and
despite attempts to transform the variable into a more normal distribution, this variable
was dichotomized to compare the lowest quartile to the top three quartiles, as done when
examining the groups of fathers separately.
Moderating Variable: Racial Identity
The variable described below was used to construct a single racial identity
variable. This variable is examined in terms of its moderating influence on the
relationship between ACEs and paternal warmth and its own unique influence on paternal
warmth. Racial background was assessed in the survey using the following five
categories: (a) African American (Black), (b) Asian, (c) Caucasian (white), (d) American
Indian, (e) Latino (Mexican American, Puerto Rican, Cuban, etc.), and (f) Other
(participant asked to specify). Participants could check all that applied. 16 respondents
indicated Other with written responses of African American (1), Chamorro (1), Christian
(1), Edish (1), Guamanian (1), Hispanic (1), Mexican (1), Pacific Islander (1), White (1),
Cuban (1), Scandinavian (1), and Mixed (5). Given the limited variation in the sample to
compare to those who identified as white, those who indicated they were Black, Asian,
American Indian, or Latino were combined to represent a group of People of Color. This
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researcher examined responses of those who wrote in an answer under Other in
consultation with a member of the dissertation committee and determined whether they
would be treated as a Person of Color or white based on their written responses.
Control Variables
Demographic variables. Several control variables were included in the analyses.
Age and income were used as controls because previous research has shown that they can
influence fathering (Castillo et al., 2011). Age in years was collected from the question,
How old are you? This had a numerical response option. Education was measured using a
nine-category ordinal scale. The categories were as follows:
1. Less than high school;
2. High school equivalency (general education development [GED]);
3. High school diploma;
4. Some college but not currently enrolled;
5. Some college and currently enrolled;
6. Associate degree;
7. Bachelor’s degree;
8. Graduate or professional degree not completed; and
9. Graduate or professional degree completed.
However, these groups were collapsed into conceptually related categories. Given the
limited variation in the sample education and fewer respondents at the lower and higher
ends of the education categories, groups were collapsed into four categories to capture
education more effectively as follows:
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1. Less than high school;
2. High school diploma or equivalency (GED);
3. Some college but not currently enrolled or some college and currently
enrolled; and
4. College education (associate degree, bachelor’s degree, graduate or
professional degree not completed, and graduate or professional degree
completed).
Income was measured on a 13-category ordinal scale. The 13 categories were as
follows:
20. No income;
21. Under $20,000;
22. $20,000–$39,999;
23. $40,000–$59,999;
24. $60,000–$79,999,
25. $80,000–$99,999;
26. $100,000–$119,999;
27. $120,000–$139,999;
28. $140,000–$159,999;
29. $160,000-$179,999;
30. $180,000–$199,999;
31. $200,000–$299,999;
32. $300,000 and above.
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However, given the lack of variation in the income variable, with fewer respondents at
the lower and higher ends of the income categories, some groups were collapsed to
capture income more effectively. Therefore, income was recoded into the six following
categories:
1. Under $20,000;
2. $20,000–$39,999;
3. $40,000–$59,999;
4. $60,000–$79,999;
5. $80,000–$99,999; and
6. $100,000 or over.
Relationship and residential status were used as controls because previous
research has shown that they can influence fathering (e.g., Castillo et al., 2011). Fathers’
current relationship status was ascertained from seven categories, which were as follows:
(a) single, (b) married for the first time, (c) divorced or separated, (d) remarried, (e)
living with partner but not married, (f) dating someone exclusively, and (g) engaged.
However, research suggests fewer meaningful distinct categories, and some groups were
collapsed (Nelson, 2004). Therefore, relationship status was recoded into four categories:
(a) single or separated, (b) married, (c) dating or engaged, and (d) living together.
Residential status was assessed from the following questions:
•

Does this child reside with you? (Yes/No)

•

Do you reside with the mother of this child? (Yes/No)
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Parenting Stress Scale. The Parenting Stress Scale (PSS; Osborne &
McLanahan, 2007) is a self-report scale that has been widely used in research to assess
parental stress. The PSS in this study consisted of five questions with responses on a 5point Likert scale (1 = never, 2 = rarely, 3 = sometimes, 4 = often, and 5 = very often)
with item five reverse scored. The five items in this study were as follows:
1. As a parent, I often feel I cannot handle things well;
2. I find myself giving up more of my life to meet my children’s needs than I
expected;
3. I feel trapped by my responsibilities as a parent;
4. I feel I am not able to do the things I like since having children; and
5. I enjoy being a parent.
Possible total scores range from 5 to 25, with higher scores indicating high levels of
stress. This measure has been used in previous literature and shown to have strong
internal consistency (Osborne & McLanahan, 2007). This measure demonstrated
moderate internal consistency in the current study (α = .76).
Co-parenting. The quality of co-parenting was assessed using five items on a 3point Likert scale (1 = always, 2 = sometimes, and 3 = never). The five items used to
assess the co-parenting quality in this study were as follows:
1. When [the] mother is with [the] child, she acts like the mother you want for
[the] child;
2. You can trust [the] mother to take good care of [the] child;
3. She respects the schedules and rules you make for [the] child;
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4. She supports you in the way you want to raise [the] child; and
5. You and [the] mother talk about problems that come up with raising [the]
child.
Lower scores indicate a more positive co-parenting quality. These items have been shown
to have strong internal consistency in previous research (Shafer et al., 2019). This
measure demonstrated strong internal consistency in the current study (α = .90).
Mediating Variables
Three variables were examined as mediators between ACEs and paternal warmth.
These variables are listed below. Further, these variables are used as control variables in
the logistic regression models.
Depression. Prior research has shown that ACEs can lead to increased depression
(Felitti et al., 1998), and depression can influence fathering (Shafer et al., 2019);
therefore, it will be used as a mediating variable in this study. The CES-D Scale (Radloff,
1977) is a self-report depression scale that has been widely used for clinical and research
purposes to assess four dimensions of depression symptoms (depressed affect, absence of
positive affect, somatic activity/inactivity, and interpersonal difficulties) in the general
population (Radloff, 1977; Santor, Gregus, & Welch, 2006). The CES-D consists of 20
questions with responses on a 4-point Likert scale (1 = rarely or none of the time [less
than once a week], 2 = some or a little of the time [1–2 days a week], 3 = occasionally or
a moderate amount of the time [3–4 days a week], 4 = most or all of the time [5–7 days a
week]). Scores for this measure range between 0 and 60, with scores between 0 and 15
suggesting low depression and scores 16 or higher suggesting high depression. Internal
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reliability has been calculated at 0.75 to 0.90, depending on the study (Arbona, Burridge,
& Olvera, 2017; Santor et al., 2006). In the current study, this measure demonstrated
strong internal consistency (α = .93). This variable was transformed into a dichotomous
variable in line with the scoring and clinical recommendations identified above
(Lewinsohn, Seeley, Roberts, & Allen, 1997).
Anxiety. Prior research has indicated that ACEs can lead to increased anxiety
(Sachs-Ericsson et al., 2017), and anxiety can influence fathering (Shafer et al., 2019);
therefore, it is used as a mediating variable. The BAI is a widely used self-report
inventory for measuring the severity of anxiety with high internal consistency (α = .92;
Beck, Epstein, Brown, & Steer, 1988). It comprises 21 items with a 4-point Likert scale
(0 = not at all, 1 = somewhat, 2 = moderately, 3 = severely, I could barely stand it).
Scores for this measure range from 0 to 63, with scores between 0 and 7 suggesting
minimal anxiety, scores between 8 and 15 suggesting mild anxiety, scores between 16
and 25 suggesting moderate anxiety, and scores above 26 suggesting severe anxiety.
Internal reliability in previous studies has been calculated at 0.92 (Beck et al., 1988). This
measure demonstrated strong internal consistency in the current study (α = .95). This
variable was transformed into a categorical variable in line with the scoring and clinical
recommendations identified above (Rector & Arnold, 2006).
Physical health. Prior research has suggested that ACEs can lead to poor health
(Felitti et al., 1998), and poor physical health may influence parenting behaviors, such as
support, reinforcement, and discipline (Armistead et al., 1995); therefore, it is used as a
mediating variable. Physical health was assessed from the question, In general, would
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you say your health is … with the following response options: (a) excellent, (b) very
good, (c) good, (d) fair, or (e) poor. Given that this variable is based on a single item, no
psychometrics are reported.
Data Analysis
Research Question One
The first research question of this study aimed to examine the relationship
between childhood trauma (as measured by ACEs) and paternal warmth. The hypothesis
tested for research question 1 was that childhood trauma will affect paternal warmth and
higher ACE scores will result in lower paternal warmth.
Data analysis was carried out in multiple steps in Stata 15.0 (StataCorp, 2017).
Data were first checked for missingness. There were no missing values for any of the
variables used for the analyses. The distribution of each variable was then examined for
its compatibility with regression analysis, and each variable was transformed to address
any concerns in the distributions, as described in the measures section above.
Descriptive statistics were run (means, frequencies, standard deviations) followed
by bivariate analyses to examine how paternal warmth related to each of the variables in
the model. Given that two warmth measures were used to assess paternal warmth based
on the age of the child, a logistic regression model was run with paternal warmth as the
dependent variable for two groups of fathers separately (i.e., fathers with children aged 2
to 8 years and fathers with children aged 9 to18 years). Finally, a logistic regression
model was run predicting paternal warmth for all fathers, as done in previous research
(Shafer et al., 2019). This logistic regression model included all demographic and control
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variables with the addition of child age for the combined group of fathers to address the
differences between the prior models. In order to test the possibility that PSS might
obscure the logistic regression results, the models were run with and without this
variable.
Logistic regression assumptions for each model were tested to verify that the
model fits sufficiently well and to check for influential observations that have an impact
on the estimates of the coefficients (Menard, 1995). Assumptions that must be met for
logistic regression include that true conditional probabilities are a logistic function of the
independent variables, no important variables are omitted, no extraneous variables are
included, the independent variables are measured without error, the observations are
independent, and the independent variables are not linear combinations of each other
(Berry & Feldman, 1985; Menard, 1995). These assumptions were tested in Stata using
the linktest command. Results from the linktest for the model including fathers with
children aged 2 to 8 were significant for the final model, which likely indicates that either
the model omitted relevant variable(s) or the link function was not correctly specified
(Berry & Feldman, 1985; Menard, 1995). The inclusion or exclusion of the PSS in this
model did not change the results from this linktest. Results from the linktest for fathers
with children aged 9 to 18 for the final model were not significant, which likely indicates
that the model for these fathers was well-specified. The inclusion or exclusion of the PSS
in this model did not change the results from this linktest. However, the exclusion of PSS
in this model did impact the results which will be further discussed in chapter five.
Results from the linktest for fathers as a combined group were significant for the final
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model, which likely indicates that either the model omitted relevant variable(s) or the link
function was not correctly specified (Berry & Feldman, 1985; Menard, 1995). The
inclusion or exclusion of the PSS in this model did not change the results from this
linktest. These model fit issues are discussed further in chapter five of this dissertation.
Research Question Two
The second research question of this study aimed to identify whether there was a
difference in the relationship between childhood trauma and paternal warmth by racial
identity. The hypothesis was that the relationship between ACEs and paternal warmth
would be amplified for racial minority fathers and that racial minority fathers may have
differing levels of paternal warmth compared with white fathers. Moderation analysis
was employed for each group of fathers by creating an interaction term between the
categories of ACEs and racial identity. The logistic regression model that was employed
for research question 1 was employed for each group of fathers (i.e., fathers with children
aged 2 to 8 and fathers with children aged 9 to 18) and fathers as a combined group with
the addition of the interaction terms. Results from the linktest for all models were
significant, which likely indicates that either the model omitted relevant variable(s), or
the link function was not correctly specified (Berry & Feldman, 1985; Menard, 1995).
This is further discussed in the discussion chapter of this dissertation.
Research question Three
The final research question for this study aimed to identify whether the
relationship between trauma and paternal warmth is mediated by paternal depression (as
measured by the CES-D), paternal anxiety (as measured by the BAI), or physical health.
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The hypothesis was that higher ACE scores would increase anxiety, depression, and
reports of poor physical health, and subsequently attenuate paternal warmth for fathers as
a combined group (see Figure 2). A path model was conducted to test the direct and
indirect relationships between the constructs in the model (i.e., ACEs, health, depression,
anxiety, and warmth). Path analyses were conducted in Stata 15.0 (StataCorp, 2017).
Figure 1 represents the study’s conceptual model and displays all relationships tested in
the path analysis. The path model tested the hypothesized relationships, including direct
and indirect effects among the variables in Figure 1. Path analysis is an extension of
multiple regression models but goes beyond typical regression by testing for “chains” of
influence (Klem, 1995). Path analysis is advantageous for simultaneously testing
relationships among manifest predictors and outcomes, as well as for accounting for covariation between variables (Streiner, 2005). For this path model, the sample included all
fathers as a combined group. First, the necessary coefficients for the model were obtained
by regressing health, depression, and anxiety separately on ACEs; they were then
combined into a regression model with warmth. Then, the indirect effect coefficients and
their standard errors were computed. Further, the ratio of indirect to direct effect and the
proportion due to the indirect effect were computed. Stata computes the standard errors
using the delta method, which assumes that the estimates of the indirect effect are
normally distributed (Preacher & Hayes, 2008). For many situations, this is adequate, but
it does not work well for indirect effects, which are usually kurtotic and positively
skewed (Preacher & Hayes, 2008). Thus, the p-values and z-test for these indirect effects
generally cannot be trusted (Preacher & Hayes, 2008). Given the skewed nature of the
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paternal warmth variable, the standard errors and confidence intervals were bootstrapped
as recommended to ensure the quality of the results (Preacher & Hayes, 2008). Model fit
was assessed through the chi-square test of model fit and the root-mean-square error of
approximation (RMSEA). Non-significant chi-squares and RMSEA values of .05 or
lower are generally considered to demonstrate good fit (Hu & Bentler, 1999). The chisquare test of model fit showed that the data did not adequately fit the model, 2(3) =
883.41 p = .000. The comparative fit index (CFI), Tucker–Lewis index (TLI), and the
root mean square error of approximation (RMSEA) analyses further confirmed poor
model fit, CFI = .469, TLI = .771, RMSEA = .358.
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Chapter Five: Results
This chapter provides the results of the descriptive statistics and bivariate
analysis. Furthermore, it addresses the research questions analyzed in this dissertation.
Descriptive Statistics
Independent and Dependent Variables
The average reported ACE score was 2.4 (SD = 2.62) on a scale from 1 to 10.
Similar to previous research (Fellitti et al., 1998), roughly one-third of fathers reported an
ACE score of 0 (34.12%), one-third of fathers reported an ACE score of 1–3 (36.91%),
and one-third reported an ACE score of 4 or more (28.98%). The average warmth score
for fathers with children aged 2 to 8 years was 33.31 (SD = 5.31) and a range of 8–40.
For fathers with children aged 9 to 18 years, the average warmth score was 29.83 (SD =
5.31), with a range of 9–36 (see Table 1 below).
Table 1
Descriptive Statistics of Independent and Dependent Variables (N=2,287)
Variable

M

SD

2.40

2.62

Fathers with children aged 2 to 8 years

33.31

5.31

Fathers with children aged 9 to18 years

29.83

5.31

ACEs
Paternal warmth
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Control Variables
Descriptive statistics for all variables are provided in Table 1. Fathers’ average
age was 39.88 (SD = 10.52). Most fathers in the sample were college educated (54%, n =
1,251), followed by fathers with some college (25%, n = 576), high school graduates
(19%, n = 430), and fathers with less than a high school education (2%, n = 39). Nearly a
quarter of participants reported an income of $40,000–$59,999 (24%, n = 551), followed
by $20,000–$39,999 (22%, n = 500), $60,000–$79,999 (18%, n = 422), over $100,000
(17%, n = 394), $80,000–$99,999 (10%, n = 299), and under $20,000 (9%, n = 200).
Most fathers were married (70%, n = 1,599), followed by those who were single or
separated (16%, n = 365), living together (11%, n = 250), and dating or engaged (3%, n =
82). Most of the sample resided with the child (92%, n = 2,111) and resided with the
other parent of the child (78%, n = 1,780). The mean score for the PSS was 11.32 (SD =
2.28), with overall possible scores ranging from 5 to 25 and higher scores indicating high
levels of stress. The mean score for co-parenting was 7.05 (SD = 2.47), with overall
possible scores ranging from 5 to 15 and lower scores indicating a more positive coparenting quality (see Table 2).
Table 2
Descriptive Statistics of Control Variables (N = 2,287)
Variable

n

Age
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%

M

SD

39.88

10.52

Education
Less than high school

39

2

High school

430

19

Some college

576

25

1,251

54

$20,000

200

9

$20,000–$39,999

500

22

$40,000–$59,999

551

24

$60,000–$79,999

422

18

$80,000–$99,999

229

10

$100,000 or over

394

17

365

16

1,599

70

Dating or engaged

82

3

Living together

250

11

Yes

2,111

92

No

185

8

College
Income
Under

Relationship status
Single or separated
Married

Reside with child
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Reside with other parent of
child
Yes

1,780

78

No

516

22

Parenting stress
Co-parenting

11.32

2.28

7.05

2.47

Moderating and Mediating Variables
Most fathers in the sample were white (76%, n = 1,746), followed by Latino
(11%, n = 252), African American (10%, n = 240), Asian (4%, n = 99), Native American
(2%, n = 46), and Other (1%, n = 19). Furthermore, most participants reported low levels
of depression (65%, n=1,484). Most respondents reported minimal anxiety (67%, n =
1,537), followed by mild anxiety (17%, n = 381), severe anxiety (9%, n = 210), and
moderate anxiety (7%, n = 163). Close to half of the sample reported very good health
(40%, n = 905), followed by good health (33%, n = 769), excellent health (14%, n = 317),
fair health (11%, n = 264), and poor health (2%, n = 39; see Table 3).
Table 3
Descriptive Statistics of Moderating and Mediating Variables (N = 2,287)
Variable

n

%

Race
White

1,746

76

76

African American

240

10

Asian

99

4

Native American

46

2

Latino

252

11

Other

19

1

1,661

72

635

28

Low

1,484

65

High

807

35

1,537

67

Mild

381

17

Moderate

163

7

Severe

210

9

Excellent

317

14

Very good

905

40

Good

769

33

Fair

264

11

Poor

39

2

White dichotomized
Fathers of Color dichotomized
Depression

Anxiety
Minimal

Physical health
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Bivariate Results
Before inferential models were examined, bivariate logistic regression analysis
between the dependent variable warmth and all other variables in the model was
performed (see Tables 4 and 5) to determine the empirical relationship between them.
Further, correlation analyses were run to assess the relationship among all independent
variables (see Table A1 in Appendix A). Significant findings for the bivariate results are
discussed in this section. For full results from the bivariate inferential models, please see
Tables 4 and 5.
Fathers of Children Aged 2 to 8 Years
Among fathers with children aged 2 to 8 years, fathers with some college
education were more likely to report high paternal warmth compared with fathers in all
other education categories, OR = 1.43, p < .05. Fathers with an income of $80,000–
$99,999 were less likely to report high paternal warmth compared with fathers in all other
income categories, OR = 0.63, p < .05. Married fathers were more likely to report high
paternal warmth compared with fathers with all other relationship statuses, while single
or separated fathers were less likely to report high paternal warmth compared with fathers
with all other relationship statuses, OR = 1.61, p < .01 and OR = 0.45, p < .001,
respectively. The results also indicated that fathers with very good or excellent health
were more likely to report high paternal warmth, OR = 4.19, p < .05 and OR = 4.04, p <
0.05, respectively, compared with fathers with poor health. Moreover, fathers with high
levels of depression were less likely to report high paternal warmth, OR = 0.39, p < .001,
compared with fathers with low levels of depression. Fathers with moderate anxiety and
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severe anxiety were also less likely to report high paternal warmth compared with fathers
with minimal anxiety, OR = 0.60, p < .05 and OR = 0.39, p < .001, respectively. Fathers
with higher co-parenting scores (indicating a less positive co-parenting relationship) were
less likely to report high paternal warmth compared with fathers with lower co-parenting
scores, OR = 0.78, p < .001. Fathers with higher levels of parenting stress were less likely
to report high paternal warmth compared with fathers with low parenting stress, OR =
0.82, p < .001. No other bivariate relationships tested were significant.
Table 4
Bivariate Logistic Regression of Paternal Warmth for Fathers with Children Aged 2 to
8 (n = 1,192)
OR

SE

CI

No ACEs

1.21

0.17

[0.92, 1,59]

1–3 ACEs

0.91

0.12

[0.69, 1.18]

4 or more ACEs

0.91

0.12

[0.68, 1.19]

0.90

0.12

[0.68, 1.18]

1.01

0.01

[0.99, 1.02]

Less than high school

0.81

0.37

[0.33, 2.01]

High school

0.81

0.13

[0.59, 1.11]

ACE score

Race (v. white)
Fathers of Color
Age
Education
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Some college

1.43*

0.23

[1.04, 1.96]

College

0.90

0.11

[0.69, 1.17]

Under $20,000

1.24

0.28

[0.78, 1.96]

$20,000–$39,999

1.09

0.17

[0.80, 1.49]

$40,000–$59,999

0.95

0.14

[0.70, 1.27]

$60,000–$79,999

1.02

0.17

[0.73, 1.41]

$80,000–$99,999

0.62*

0.13

[0.41, 0.94]

$100,000 or above

1.13

0.20

[0.78, 1.62]

Single or separated

0.45***

0.08

[0.31, 0.65]

Married

1.61**

0.22

[1.23, 2.12]

Living together

0.87

0.16

[0.59, 1.27]

Dating or engaged

1.25

0.43

[0.63, 2.48]

0.62

0.16

[0.37, 1.04]

0.73

0.12

Fair

2.50

1.74

[0.63, 9.83]

Good

2.99

2.03

[0.79, 11.35]

Income

Relationship status

Residential status (v. Not residing with
their child)
Co-residential status (v. Not residing with
the other parent of the child)

[0.53, 1.02]

Health (v. Poor)

80

Very good

4.19*

2.85

[1.10, 15.90]

Excellent

4.04*

2.80

[1.03, 15.76]

0.39***

0.05

[0.30, 0.51]

Mild

0.95

0.17

[0.66, 1.37]

Moderate

0.60*

0.14

[0.37, 0.98]

Severe

0.39***

0.08

[0.26, 0.59]

Co-parenting

0.78***

0.92

[0.73, 0.82]

Parenting stress

0.82***

0.02

[0.78, 0.87]

Depression (v. Low)
High
Anxiety (v. Minimal)

* p < .05, ** p < .01, *** p < .001
Fathers of Children Aged 9 to 18 Years
Among fathers with children aged 9 to 18 years, fathers with no reported ACEs
were more likely to report high paternal warmth compared with fathers with ACE scores
of 1–3 and fathers with ACE scores of 4 or higher, OR = 1.43, p < .05. Fathers with ACE
scores of 1–3 were less likely to report high paternal warmth compared with fathers with
no reported ACEs or fathers with an ACE score of 4 or higher, OR = 0.62, p < .01. In
terms of depression among this group of fathers, fathers with high levels of depression
were less likely to report high paternal warmth, OR = 0.37, p < .001, compared with
fathers with low levels of depression. Fathers with moderate anxiety and severe anxiety
were also less likely to report high paternal warmth compared with fathers with minimal
anxiety, OR = 0.57, p < .05 and OR = 0.43, p < .001, respectively. Fathers with higher co81

parenting scores (indicating a less positive co-parenting relationship) were less likely to
report high paternal warmth compared with fathers with lower co-parenting scores, OR =
0.84, p < .001. Fathers with higher levels of parenting stress were less likely to report
high paternal warmth compared with fathers with low parenting stress, OR = 0.77, p <
.001.
Table 5
Bivariate Logistic Regression of Paternal Warmth for Fathers with Children Aged 9 to
18 (n = 1,095)
OR

SE

CI

ACE score
No ACEs

1.43*

0.22

[1.05, 1.95]

1–3 ACEs

0.62**

0.09

[0.47, 0.83]

4 or more ACEs

1.19

0.19

[0.87, 1.65]

1.14

0.19

[0.81, 1.59]

0.99

0.01

[0.98, 1.00]

Less than high school

1.29

0.83

[0.36, 4.56]

High school

1.17

0.23

[0.81, 1.71]

Some college

1.01

0.16

[0.73, 1.39]

College

0.88

0.12

[0.70, 1.18]

Race (v. white)
Fathers of Color
Age
Education
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Income
Under $20,000

0.97

0.26

[0.58, 1.64]

$20,000–$39,999

0.84

0.14

[0.60, 1.17]

$40,000–$59,999

0.93

0.15

[0.67, 1.30]

$60,000–$79,999

1.11

0.21

[0.76, 1.62]

$80,000–$99,999

1.01

0.23

[0.64, 1.59]

$100,000 or above

1.19

0.22

[0.82, 1.72]

Single or separated

0.94

0.17

[0.66, 1.34]

Married

1.15

0.17

[0.86, 1.55]

Living together

0.79

0.18

[0.49, 1.26]

Dating or engaged

0.92

0.38

[0.41, 2.07]

0.90

0.20

[0.57, 1.41]

1.29

0.21

[0.93, 1.77]

Fair

0.33

0.19

[0.11, 1.02]

Good

0.45

0.25

[0.16, 1.35]

Very good

0.59

0.32

[0.21, 1.74]

Excellent

0.81

0.47

[0.25, 2.57]

Relationship status

Residential status (v. Not residing with
their child)
Co-residential status (v. Not residing with
the other parent of the child)
Health (v. Poor)

83

Depression (v. Low)
High

0.37***

0.05

[0.28, 0.51]

Mild

1.00

0.20

[0.67, 1.50]

Moderate

0.57*

0.15

[0.34, 0.95]

Severe

0.43***

0.09

[0.27, 0.68]

Co-parenting

0.84***

0.02

[0.80, 0.90]

Parenting stress

0.77***

0.03

[0.72, 0.83]

Anxiety (v. Minimal)

* p < .05, ** p < .01, *** p < .001
Research Question 1: Does Childhood Trauma Influence Paternal Warmth?
Fathers as a Combined Group
Since this model failed the model test indices, results are not reported here;
instead, they are available in the appendices (see Table A2 in Appendix A).
Fathers with Children Aged 2 to 8 Years
Since this model failed model test indices, results are not reported here; instead,
they are available in the appendices (see Table A3 in Appendix A).
Fathers with Children Aged 9 to 18 Years
The results from the linktest for fathers with children aged 9 to 18 years for the
final model were not significant, which likely indicates that the model for these fathers
was well specified. Thus, the results will be reported here. In this model (see Table 6), all
demographic and control variables were included to predict the likelihood of reporting
high paternal warmth. Similar to the baseline model, in terms of paternal ACE score,
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fathers with an ACE score of 1–3 were less likely to report high paternal warmth
compared with fathers with no reported ACEs, OR = 0.62, p < .05. Fathers with high
levels of depression were also less likely to report high paternal warmth compared with
fathers with low depression, OR = 0.43, p < .001. In this model, fathers with mild anxiety
were more likely to report high paternal warmth compared with fathers with minimal
anxiety, OR = 2.47, p < .001. Fathers with higher co-parenting scores (indicating a less
positive co-parenting relationship) were less likely to report high paternal warmth
compared with fathers with lower co-parenting scores, OR = 0.85, p < .001. Fathers with
higher levels of parenting stress were less likely to report high paternal warmth compared
with fathers with low parenting stress, OR = 0.81, p < .001. Of note, the exclusion of the
PSS variable resulted in non-significant findings for ACEs which suggests that PSS was
important to control for and did not likey obscure the results. Therefore, it was retained in
the final model. No other relationships tested in this model were significant.
Table 6
Logistic Regression of Paternal Warmth for Fathers with Children Aged 9 to 18 Years
(n = 1,095)
OR

SE

CI

ACE score (v. No ACEs)
1–3 ACEs

0.62*

0.12

[0.42, .90]

4 or more ACEs

1.34

0.3

[0.86, 2.09]

Race (v. white)
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Fathers of Color

1.15

0.22

[0.79, 1.68]

0.98

0.00

[0.96, 1.00]

High school

1.09

0.80

[0.26, 4.08]

Some college

0.95

0.69

[0.22, 3.98]

College

0.80

0.58

[0.19, 3.34]

$20,000–$39,999

0.75

0.34

[0.39, 1.44]

$40,000–$59,999

0.80

0.27

[0.41, 1.56]

$60,000–$79,999

0.89

0.32

[0.43, 1.81]

$80,000–$99,999

0.90

0.36

[0.41, 1.98]

$100,000 or above

1.08

0.4

[0.53, 2.27]

Married

1.33

0.36

[0.77, 2.28]

Living together

0.84

0.28

[0.43, 1.64]

Dating or engaged

0.78

0.37

[0.31, 1.99]

0.79

0.21

[0.46, 1.34]

2.15**

0.55

[1.29, 3.58]

Age
Education (v. Less than high school)

Income (v. Under $20,000)

Relationship status (v. Single or separated)

Residential status (v. Not residing with their
child)
Co-residential status (v, Not residing with the
other parent of the child)
Health (v. Poor)
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Fair

0.33

0.2

[0.10, 1.10]

Good

0.33

0.2

[0.10, 1.08]

Very good

0.42

0.2

[0.13, 1.39]

Excellent

0.58

0.38

[0.16, 2.07]

0.43***

0.09

[0.28, 0.65]

Mild

2.47***

0.63

[1.49, 4.08]

Moderate

1.33

0.44

[0.69, 2.55]

Severe

1.06

0.32

[0.58, 1.92]

Co-parenting

0.85***

0.02

[0.80, 0.91]

Parenting stress

0.81***

0.03

[0.76, 0.83]

Depression (v. Low)
High
Anxiety (v. Minimal)

Note. Odds ratios for logistic regressions are adjusted for the other predictors in the
model.
* p < .05, ** p < .01, *** p < .001

Research Question 2: Is There a Difference in the Relationship Between Childhood
Trauma and Paternal Warmth Based on Racial Identity?
In this section, an interaction term between ACEs and racial identity was added to
the models reported above. The racial identity variable comprised those who indicated
they were Black, Asian, American Indian, or Latino as a combined group representing
People of Color to compare against those who identified as white. This study categorized
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ACEs into three distinct categories, which were as follows: (a) fathers with an ACE score
of 0, (b) fathers with an ACE score between 1–3, and (c) fathers with an ACE score of 4
or more. Given that there were three levels of ACEs to interact with People of Color as
compared with white fathers, each model contained two interaction terms.
Fathers as a Combined Group
Since this model failed the model test indices, the results are not reported here;
instead, they are available in the appendices (see Table B1 in Appendix B).
Fathers with Children Aged 2 to 8 Years
Since this model failed the model test indices, the results are not reported here;
instead, they are available in the appendices (see Table B2 in Appendix B).
Fathers with Children Aged 9 to 18 Years
Since this model failed the model test indices, the results are not reported here;
instead, they are available in the appendices (see Table B3 in Appendix B).
Research Question 3: Is the Relationship Between Childhood Trauma and Paternal
Warmth Mediated by Paternal Depression, Paternal Anxiety or Physical Health?
To examine the relationships between the constructs in Figure 1, a path analysis
was conducted to estimate direct and indirect effects. Table 7 displays the correlation
matrix of the constructs and shows that there were positive and negative associations
between constructs, although not all of these were significant. In the path model, health,
depression, and anxiety were regressed on ACEs, while warmth was regressed on health,
depression, anxiety, and ACEs. Given that the model fit for the path analysis was found
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to be unacceptable, parameter estimates are likely untrustworthy, and betas from the
mediation model are not interpretable.
Table 7
Correlational Matrix or Baseline Theory-Based Constructs
ACEs

Anxiety

Depression

Anxiety

0.38***

Depression

0.68***

0.67***

Physical health

-0.21***

-0.21***

-0.27***

Paternal warmth

-0.13

0.13***

-0.25***

* p < .05, ** p < .01, *** p < .001
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Physical Health

0.1***

Chapter Six: Discussion
The purpose of this dissertation was to explore the relationship between adverse
childhood experiences and paternal warmth, to identify if and how racial identity
moderated this relationship, and to evaluate if the relationship between ACEs and
paternal warmth was mediated by paternal depression, paternal anxiety, or physical
health. To examine these relationships, this study utilized cross-sectional quantitative
data drawn from the survey of contemporary fatherhood (SCF), a national,
nonrandomized quota sample of fathers.
Multivariate results from this study indicated that there was an association
between ACEs and paternal warmth for fathers with children between the ages of 9 and
18, although this relationship was not a simple linear association. Differences in the
nature of this association based on the reported ACE score will be further explored in this
chapter. The multivariate model employed to test fathers with children between the ages
of 2 and 8 and the multivariate model employed to test fathers as a combined group (both
those with younger children and those with older children) did not meet model fit
parameters. Additionally, the moderation models employed to test if racial identity
moderated the relationship between ACEs and paternal warmth did not meet model fit
parameters. As a result, no determination could be made as to whether or not racial
identity was a moderator in the relationship between ACEs and paternal warmth.
90

Furthermore, goodness of fit statistics used to test the path analysis model indicated that
the data did not adequately fit the model hypothesized in this study. Consequently, no
determination could be made as to whether or not depression, anxiety, or physical health
mediated the relationship between ACEs and paternal warmth.
Nonetheless, these results and patterns in bivariate analyses provide an
opportunity to critically explore what may have contributed to the misspecification of the
logistic regression and moderation models with poor model fit. It also provides an
opportunity to examine what may have impacted model fit in the mediation model and
propose future studies to better understand the relationship between ACEs and paternal
warmth. This chapter will start with an examination of the research findings, organized
by research question. Next, this chapter will discuss the implications from the findings
for practice, policy, and future research. Limitations to this study will then be examined.
Lastly, this chapter will close with a conclusion.
Research Question One: Does Childhood Trauma Influence Paternal Warmth?
Logistic Regression Models That Failed Fit Statistics: Fathers as a Combined Group
and Fathers With Children Aged 2 to 8
Given that the model test indices failed for fathers as a combined group and for
fathers with children between the ages of 2 and 8, no interpretation could be made from
these logistic regression results. No determination could be made as to whether or not
ACEs influenced paternal warmth for fathers as a combined group or fathers with
children aged 2 to 8. However, a further examination is needed to better understand why
these models did not fit the data. When looking at the bivariate relationships among
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fathers with children aged 2 to 8 and fathers with children aged 9 to 18, overall, there
were more relationships that were found to be significant for fathers of children aged 2 to
8 than for fathers with children aged 9 to 18, with the exception of paternal warmth.
Paternal warmth was only found to have a statistically significant association with ACEs
on the bivariate level for fathers with children aged 9 to 18 but not for fathers with
children aged 2 to 8. It may be that while there were more statistically significant
associations for the model that did not fit, warmth appeared to have been the driver in
model fit in the model for fathers with children between the ages of 9 and 18. In the next
section, specific bivariate analyses are explored to provide some additional insights into
the differences between the sub samples.
Bivariate Differences Between Groups of Fathers
As noted above, numerous differences were found in the bivariate relationships
between fathers with children aged 2 to 8 and fathers with children aged 9 to 18. These
differences might have contributed to the model misspecification for fathers as a
combined group as well as for fathers with children aged 2 to 8. First, there was no
statistically significant difference in the likelihood of engaging in high paternal warmth
based on paternal ACE scores for fathers with children between the ages of 2 and 8.
However, among fathers with children aged 9 to 18, fathers with no reported ACEs were
more likely to report high paternal warmth compared to the combined group of fathers
with ACE scores between one and three and fathers with ACE scores of four or higher.
Moreover, fathers with ACE scores between one and three were less likely to report high
paternal warmth compared to the combined group of fathers with no reported ACEs and
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fathers with an ACE score of four or higher. Further examination of this pattern will be
explored in the section that examines the model for fathers with children aged 9 to 18.
Other associations that were apparent for fathers of older children versus fathers
of younger children involved marriage, income, and physical health. Fathers in this
sample who were married and who had children between the ages of 2 and 8, were more
likely to report high paternal warmth compared to fathers in the same group who were
single or separated. This result was similar to previous research that suggested that
married fathers are more involved than unmarried fathers (Landale & Oropresa, 2001).
However, this relationship was not statistically significant for fathers with children
between the ages of 9 and 18. Additionally, research has consistently demonstrated that
economic disadvantage is associated with less positive parenting across the spectrum of
parenting behaviors (Bradley & Corwin, 2002; McLoyd et al., 2006). However, results
from the bivariate analysis diverged from those from previous research as fathers with
children between the ages of 2 and 8 with incomes between $80,000 and $99,999 were
less likely to report high paternal warmth compared to fathers in the same group with
incomes under $20,000. However, no statistically significant difference was observed for
fathers with children between the ages of 9 and 18. This sample was largely comprised of
relatively high-income respondents, and this may have also impacted the model fit.
It has been hypothesized that physical health may influence parenting behaviors
(Armistead et al., 1995). Research concerning the effects of poor health on motherhood
suggests that poor health leads to less paternal warmth. For fathers with children between
the ages of 2 and 8, physical health was found to be statistically significantly related to
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paternal warmth. Fathers with children between the ages of 2 and 8 with very good or
excellent health were more likely to engage in paternal warmth than fathers with poor
health (OR=4.19, p<.05, OR=4.04, p<.05, respectively). However, no statistically
significant difference was observed for fathers with children between the ages of 9 and
18.
Measurement Issues
One consideration as to why more associations were observed for fathers of
younger children is that the measure used to capture paternal warmth may work better for
fathers with older children than the measure used to capture paternal warmth for fathers
with younger children even though psychometrics demonstrated strong internal
consistency. It could also be that these relationships become less important as children
become older.
Another consideration is that the paternal warmth variable was not a sufficiently
robust measure to capture the relationship between ACEs and warmth. This variable was
highly skewed, with most participants reporting high levels of paternal warmth. The lack
of variation may have contributed to the poor model fit. Moreover, issues related to
fanning may have contributed to the poor model fit of the hypothesized model where this
relationship was not well represented by regression modeling as there was better
modeling quality at one end of the scale than at the other end of the scale. It may be
possible that this model would fit better on a different population whose responses are not
as skewed.
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Conceptual Issues
Further consideration as to why these differences were observed may involve the
changing developmental needs of children and differences in parenting based on the age
of the children. For example, the physical demands of parenting change as children age,
and these physical demands may not be as high as children get older and may be better
able to care for themselves. Furthermore, it may be that relationship status may not be as
strong of a predictor of warmth for fathers with older children than for fathers with
younger children, and when examining the predictors of father involvement, it may be
important to look at how the relationship may change based on the child’s age. It is also
possible that ACEs are more consequential for parenting during certain points in the
child’s development. These discrepancies further suggest that a combined model of
fathers may not fully capture the nuances of child age and the unique predictors of
paternal warmth even when controlling for child age. It may also be that there is
something unique about the impact of ACEs on parenting that was not captured in the
model for fathers with children between the ages of 2 and 8.
Fathers with Children Aged 9 to 18
Results from the linktest for the logistic regression model for fathers with
children aged 9 to 18 were not significant, which likely indicates that the model for these
fathers was well-specified. In line with the limited literature suggesting that trauma
impacts parenting (Chung et al., 2009), fathers with an ACE score between one and three
were less likely to report high paternal warmth compared to fathers with no reported
ACEs. However, there was no statistically significant difference in the likelihood of
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engaging in high paternal warmth for fathers with four or more ACEs compared to
fathers with no ACEs. When plotting the residuals for paternal warmth during data
cleaning, as previously mentioned, there was an observable, weak positive association
between ACEs and this measure of paternal warmth. However, it was more evident for
fathers in the lower ACE range and, given the issue of fanning and more dispersion at the
lower end of the ACE scores, this model may work better for fathers with lower ACE
scores and potentially contribute to the lack of an observable significant difference
between fathers with no reported ACEs and fathers with ACE scores of four or higher.
Covariate findings in this study were largely in line with what has been found in
previous literature. Consistent with previous research that has found that depression in
fathers is related to a lower father-reported warmth (Epkins & Harper, 2016), this study
found that fathers with high levels of depression were less likely to report high paternal
warmth compared to fathers with low levels of depression. This was also true when
examining the bivariate relationship between depression and paternal warmth. Given
these findings, it is imperative that researchers continue to examine the role of depression
in fathers to better understand its impact on paternal warmth.
This study found that fathers with mild anxiety were more likely to report high
paternal warmth compared to fathers with minimal anxiety when controlling for other
known control variables. However, previous research has found anxiety-disordered
fathers, relative to non-anxious fathers to self-report less warmth and display less warmth
in parent-child interactions (Bögels et al., 2008; Drake & Ginsburg, 2011; Lindhout et al.,
2006). Results from the bivariate analysis were in line with previous research as results
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indicated that fathers with moderate and severe anxiety were less likely to report high
warmth as compared to fathers with minimal anxiety. This difference is likely related to
the fact that the strength of the relationship changed when controlling for other variables
that are highly correlated with anxiety. Nonetheless, findings from the multivariate model
tested in this study suggested that there may be something unique about experiencing
mild anxiety as compared to minimal anxiety, moderate anxiety, or severe anxiety in
terms of paternal warmth when controlling for other known control variables. It could be
that experiencing minimal anxiety may enhance one’s awareness of parenting and lead to
increased paternal warmth compared to experiencing moderate or severe anxiety which
may produce symptomology that interferes with parenting behaviors.
Co-parenting and parental stress were also statistically significantly related to
warmth in the logistic regression model. In line with previous literature suggesting that a
supportive co-parenting relationship provides encouragement for father involvement (Jia
& Schoppe-Sullivan, 2011), fathers with a positive co-parenting relationship in this study
were more likely to report engaging in high paternal warmth. This association was also
present at the bivariate level. The ways in which partners support one another in
parenting plays an important role in fathering (Townsend, 2002). The results of this study
also aligned with those of previous research indicating that parental stress is significantly
associated with lower levels of father involvement and lower levels of warmth in
parenting (Bronte-Tinkew et al., 2010; Deater-Deckared & Panneton, 2017). This finding
was consistent at the bivariate level. Fathers in this study with higher levels of parenting
stress were less likely to report high paternal warmth compared to fathers with low
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parenting stress. Experiencing high parental stress may reasonably make it more difficult
to engage in warmth behaviors.
Research Question Two: Is There a Difference in the Relationship Between
Childhood Trauma and Paternal Warmth Based on Racial Identity?
Given that the model test indices failed for fathers with children between the ages
of 2 and 8, fathers with children between the ages of 9 and 18, and fathers in a combined
group, no interpretation could be made from the logistic regression results testing the
moderating role of racial identity. No determination could be made as to whether or not
racial identity was a moderator in the relationship between ACEs and paternal warmth.
Further examination is warranted to better understand why the models did not fit the data.
Given the lack of racial diversity in the sample, those who indicated they were
Black, Asian, American Indian, or Latino were combined to represent a group of People
of Color to compare against those who identified as white. Examining the role of each
racial identity separately may have resulted in an improved model fit. Prior research
indicates that racial minority fathers tend to differ from non-minority fathers in their
fathering behaviors (e.g., Blair et al., 1994; Castillo et al., 2010; Hofferth, 2003) as well
as their warmth behaviors toward their children as described by Child Trends and other
research studies on the role of race in parenting (e.g., Lerman & Sorensen, 2000). It may
be that some of the nuance of this relationship might have been eliminated by combining
racial minority fathers into one group, leading to model misspecification.
Different reasons could be given for these differences. For example, literature
suggests that fathers from different racial and ethnic backgrounds may participate in
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fathering differently related to the different developmental competencies needed for
children of different racial identities (Bowman & Forman, 1997; Hofferth, 2003; Parke et
al., 2004). However, literature examining the role of racial identity on fathering has
commonly separated racial identity into discrete categories such as comparing white,
non-Hispanic fathers to Hispanic and Black, non-Hispanic fathers (e.g., Child Trends,
2006, Hofferth, 2003; Lerman & Sorensen, 2000). For example, Child Trends (2006)
revealed that more white, non-Hispanic and Hispanic fathers reported daily hugging (76
percent and 73 percent, respectively) compared to Black, non-Hispanic fathers (56
percent), and Hispanic and white, non-Hispanic fathers were also more likely than Black,
non-Hispanic fathers to verbally express love toward their children (63 and 65 percent
compared to 45 percent).
Moreover, research suggests that there is a lower prevalence of having two or
more ACEs among Hispanic children of immigrant parents compared to Hispanic
children of US-born parents (Loria & Caughy, 2017; Slopen et al., 2016), and children of
immigrant parents have a lower overall exposure to individual ACEs when compared to
children of US-born parents (Slopen et al., 2016). This is congruent with other research
on immigrant families and a range of other mental health outcomes. However, this
dataset did not capture immigration status, which may be an important variable in
understanding the role racial identity plays in the relationship between ACEs and paternal
warmth and the development of properly specified models. Perhaps, with a large enough
sample of racially diverse fathers and a thoughtful separation based on race, ethnicity,
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and immigration status, researchers can learn more about the relationship between racial
identity and paternal warmth.
Although this study used insidious trauma theory to support the hypothesis that
ACEs have a disproportionate influence on paternal warmth for marginalized groups,
differences in father involvement across racial and ethnic identities may be nuanced and
not easily describable by general patterns (Bellamy et al., 2015). Research suggests that
there are more complex patterns of father involvement across racial identities, and that
might not have been captured in this current study and might have contributed to model
misspecification. Understanding the relationship between racial identity and paternal
warmth will likely require a more nuanced approach. Given the extant literature noting
the negative impacts of race-based trauma, research needs to better understand how
marginalization, oppression, and discrimination influence paternal warmth.
Research Question Three: Is the Relationship Between Trauma and Paternal
Warmth Mediated by Paternal Depression (as Measured by Center for
Epidemiological Studies-Depression), Paternal Anxiety, (as Measured by Beck
Anxiety Inventory), or Physical Health?
Goodness of fit statistics indicated that the data did not adequately fit the model
for the path analysis, and parameter estimates are likely to be untrustworthy. No
determination could be made as to whether or not depression, anxiety, or physical health
mediated the relationship between ACEs and paternal warmth. This suggests that certain
variables in the current model may not play a mediating role or that key variables may be
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missing from the model. This warrants further examination as there are several
considerations that might explain the lack of model fit.
Given the poor model fit, depression could not be investigated as a mechanism in
the relationship between ACEs and paternal warmth. Nonetheless, results from this study
suggested that fathers with high levels of depression were less likely to engage in high
paternal warmth compared to fathers with low levels of depression. This was
demonstrated across logistic regression models at the bivariate level and in the
multivariate logistic regression model for fathers with children aged 9 to 18. Moreover,
results from the correlational matrix indicated that ACEs had a moderate, statistically
significant, positive relationship with depression. This is in line with previous research
that has found that depression in fathers is related to lower father-reported warmth
(Epkins & Harper, 2016). This supports the idea that one of the mechanisms by which
ACEs impact paternal warmth may be depression, and this variable may be important to
include in future models.
Anxiety could not be investigated as a mechanism in the relationship between
ACEs and paternal warmth given the poor model fit. However, results from the bivariate
logistic regressions for both groups of fathers found that fathers with moderate anxiety
and severe anxiety were less likely to report high paternal warmth compared to fathers
with minimal anxiety. Conversely, results from the multivariate logistic regression model
for fathers with children aged 9 to 18 found that fathers with mild anxiety were more
likely to report high paternal warmth than fathers with minimal anxiety. Results from the
correlational matrix indicated that ACEs had a moderate, statistically significant, positive
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relationship with anxiety. This raises questions as to whether or not anxiety may be a
potential mechanism for this relationship. Research has found that ACEs directly impact
a father’s level of anxiety and noted that anxiety-disordered fathers displayed less warmth
relative to unanxious fathers (e.g., Bögels et al., 2008; Drake & Ginsburg, 2011;
Lindhout et al., 2006). Anxiety may play an important role in a father’s engagement in
warmth behaviors, but it may not mediate the relationship between ACEs and paternal
warmth. Given that the majority of participants reported low levels of anxiety (i.e.,
minimal anxiety and mild anxiety), there also might not have been enough variation in
this sample to fully capture the role anxiety plays in this relationship.
Given the poor model fit, physical health could not be investigated as a
mechanism in the relationship between ACEs and paternal warmth. In this study, fathers
with very good or excellent health were more likely to engage in paternal warmth
compared to fathers with poor health. This relationship occurred only at the bivariate
level for fathers with children between the ages of 2 and 8, and this relationship was not
found to be statistically significant at the bivariate level or in the multivariate logistic
regression for fathers with children between the ages of 9 and 18. Results from the
correlational matrix indicated that ACEs had a weak, statistically significant, negative
relationship with physical health. While research on ACEs emphasizes the impact of
ACEs on physical health, the inclusion of physical health as a covariate to paternal
warmth and potential mediator in this dissertation study was largely exploratory as the
literature contains no information on the effects of health on father involvement. It has
been hypothesized that poor physical health may influence parenting behaviors such as
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support, reinforcement, and discipline (Armistead et al., 1995). Research concerning the
effects of poor health on motherhood provided insight into the potential impact of poor
health on fathering, suggesting that poor health may lead to less paternal warmth.
Also, it is important to note that physical health was assessed in this study
utilizing one question: “In general, would you say your health is”, with response options
of 1) “excellent”, 2) “very good”, 3) “good”, 4) “fair”, or 5) “poor”. It is very possible
that physical health may impact paternal warmth but that this item was not robust enough
to capture this relationship. Moreover, this variable also showed limited variation: few
fathers in this study reported fair or poor health, which may also have impacted the
results for this variable. Including a more comprehensive assessment of physical health in
future studies may provide better insight into the role of physical health in father
involvement. It may be that physical health should be included in a path model, but that
the variable in this study was not robust enough to work well in the model. Given the
inconsistent findings, results from this study did not clearly demonstrate whether physical
health should be included or excluded when examining the impact of ACEs on paternal
warmth.
The model proposed in this study may have not included key variables that are
necessary to understand the relationship between ACEs and paternal warmth. There may
be variables that are essential to understanding the relationship between ACEs and
paternal warmth that were not included in the SCF. For example, research on ACEs has
found a relationship between ACE exposure and substance abuse. However, there were
no specific measures of drug or alcohol abuse in the survey used. Furthermore, co103

parenting and parental stress were found to be statistically significantly related to paternal
warmth across the bivariate logistic regression models for each group of fathers and the
multivariate logistic regression for fathers with children between the ages of 9 and 18.
This suggests that co-parenting and parental stress play an important role in fathering and
could be key variables in understanding the relationship between ACEs and paternal
warmth. The ways in which partners support one another and experiences of high
parental stress may impact a father’s ability to engage in warmth behaviors. It is possible
that co-parenting and parental stress mediate the relationship between ACEs and paternal
warmth or are key variables to consider when examining paternal warmth but were not
hypothesized to be mediators in the proposed path model. Adding these variables to the
model may improve model fit and provide a more robust understanding of ACEs and
paternal warmth. Future research should further explore how co-parenting and parental
stress contribute to our understanding of paternal warmth.
Limitations
While the study design was chosen with the intent to ensure rigor in data
collection, there were certain limitations inherent in this study that need to be identified
and discussed. First, the quantitative data utilized in this study were obtained for purposes
other than those intended for this proposed study. Therefore, there were limitations
regarding the variables in the study as all relevant variables or variables of interest such
as experiences of trauma based on identity or later life experiences of trauma were not
expressly collected. Moreover, feminist scholars have urged mental health professionals
to broaden the definition of trauma to move beyond the experience of direct traumatic
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events to include identity-based experiences of marginalization and oppression (Root,
1992; Watson et al., 2016) as research has found that experiences of discrimination alone
can lead to increased trauma symptomatology (Watson et al., 2016). However, ACEs do
not capture all experiences of trauma such as identity-based trauma. Although exposure
to racism is being considered in an enhanced version of the ACE measure, questions
relating specifically to discrimination, minority stress, stigma, or insidious trauma were
not administered. Future research could contribute to enhancing our understanding of
how identity-based experiences of trauma impact parenting by assessing experiences of
oppression as part of the ACE measure. Similarly, ACEs focus on experiences of trauma
before the age of 18 and do not capture traumatic events that occur later in life. Future
research should explore potential impacts of exposure to trauma in adulthood to
understand the potential variation in the association between trauma and fathering.
It is also important to note that the present study relied on the father’s self-report
of his warmth behaviors. While this is a valid method and it is important to have selfreported father data, using other data sources such as observation or child and mother
report of warmth would provide for a more rigorous examination of warmth. Moreover,
there may be issues related to social desirability, and responses may be biased to be
viewed more favorably by others. This issue may have contributed to the lack of variation
in this variable. Future studies could reduce these potential issues by using multiple
reports as well as employing both interview and observational assessments of paternal
warmth. Moreover, given a large majority of respondents reported living with the other
parent of their child, it may be that the other parent’s ACE score or parenting could be
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impacting the results. It might be that the other parent’s behavior compensates for the
negative impacts of ACEs on fathering. Future research could address this limitation by
assessing and controlling for the other parent’s parenting in two-parent households.
Another limitation of the study is that these data were collected at one point in
time. While these data provide excellent information for one time point, they do not allow
for variations that can occur through a period in time or the establishment of causal
relationships. Longitudinal data would help researchers to understand the impact of ACEs
on paternal warmth over varying developmental stages as well as to identify potential
trajectories. Future research could reduce this issue by collecting data at multiple time
points to more comprehensively assess paternal warmth over time. Moreover, the
variable used to measure physical health may not have been robust enough to capture the
relationship between ACEs and paternal health. Including a more comprehensive
assessment of physical health in future studies may provide a better picture of the role of
physical health in paternal warmth.
Caution must also be used in generalizing these results to other populations as the
data were not nationally representative or inclusive of many marginalized groups, as a
majority of the respondents were white, married, middle-class, heterosexual, and from
two-parent families. The demographic profile of participants in the SCF study does not
accurately reflect the diversity of fathers on a national level and the relationships between
ACEs and paternal warmth may differ across fathers with more diverse identities and
from more diverse ecological contexts including fathers of color, low-income families,
divorced families, gay families, and gender diverse families. Moreover, while fathers
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were defined as all those who identify in the role of fathers, including trans masculine
parents, father figures, grandfathers, and other related male-identifying role models in
this dissertation, fathers for the SCF study were identified as biological (residential or
nonresidential) fathers, adoptive (residential or nonresidential) fathers, residential
stepfathers, or residential father figures (defined as living with a nonbiological, nonadopted child in a home with the child’s biological or adoptive mother but not in a
marital relationship). While trans masculine parents may be represented in this sample,
trans identity was not expressly collected, and the level of their representation is
unknown. Future research needs to explore possible variations in these relationships in
different family types and situations.
Furthermore, there may be concerns about the validity of responses (openness)
regarding the question that asked about sexual preference given the SCF study was
conducted by a researcher at a religiously affiliated university. However, given that the
data were collected via Qualtrics panels, this may be less of a concern given that an
intermediary company provided some distance from the researchers and their affiliation.
Moreover, this study employed quota sampling. In quota sampling, the sample is not
chosen using random selection, which makes it impossible to determine the possible
sampling error. Indeed, it is possible that the selection of units to be included in the
sample will be based on ease of access and cost considerations, resulting in sampling
bias. It also means that it is not possible to make statistical inferences from the sample to
the population. This can lead to problems of generalization. Future research could reduce
this potential problem by employing random sampling methodologies.
107

Implications and Future Research
The present study’s research findings have important implications for future
research. Although it is difficult to draw clear implications for practice from this
dissertation’s results due to the failure of many models’ test indices, the results suggest a
need for additional research to better understand how ACEs impact fathering. Existing
research indicates that parental ACE scores are associated with higher rates of mental
health diagnoses, lower parenting self-efficacy, and poorer health (McDonnell &
Valentino, 2016; Treat et al., 2019). Nonetheless, little is known about how ACEs
influence parenting for fathers since most research in this area focuses on mothers (e.g.,
McDonnell & Valentino, 2016). Unfortunately, there continues to be a dearth of research
examining the impact of ACEs on fathering. While this study intended to address this
limitation in current literature, the lack of model fit for fathers as a combined group and
for fathers with children between the ages of 2 and 8 prevented this study from being able
to add to our understanding of this relationship. This suggests a need to further explore
the relationship between ACEs and fathering. Although ACEs may negatively affect
fathering, future research that uses a different sample or stronger measures is needed to
clarify this relationship since this study’s results do not provide a clear picture.
Research has suggested that fathers from multiple racial and ethnic backgrounds
may participate in fathering differently due to their varied cultural norms or structural
barriers and support systems (Bowman & Forman, 1997; Parke et al., 2004). Research
has also demonstrated that experiences of marginalization may compound ACEs and
their impact on parenting. Insidious trauma involves both the direct experiences of
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marginalization and the intergenerational transmission of unresolved trauma, whereby the
experiences of previous generations result in the teaching of a worldview that integrates
traumatic experiences (Root, 1992). Nonetheless, few studies have examined the
interaction between ACEs and racial identity on parenting (e.g., Steele et al., 2016).
While this study intended to address this limitation in research and develop a better
understanding of the impact of marginalization on parenting, the absence of a model fit
across all groups of fathers prevented a determination of whether racial identity acts as a
moderator in the relationship between ACEs and paternal warmth. As a result, this study
was unable to add to the body of literature, and future research is needed to improve the
understanding of racial identity in the relationship between ACEs and fathering.
Although experiences of racism and the potential resulting trauma may impact fathering,
this study’s results do not provide us with a complete understanding of this relationship.
Therefore, we recommend utilizing a more racially and ethnically diverse sample to
comprehend the relationship between ACEs and fathering and the role of racial identity.
Insidious trauma affects our daily experiences in many ways, including in the
form of microaggressions. Assessing experiences of microaggressions in future studies
may be an appropriate avenue for forming a better understanding of marginalization and
its impact on parenting. Moreover, insidious trauma often starts early in life before an
individual is fully able to grasp the maliciousness of the wounds and come in many
forms, including discrimination to a member of one’s group or innumerable forms of
institutionalized oppression (Brown, 2013; Root, 1992). Future research would benefit
from including the experiences of individual, interpersonal, and institutional forms of
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racism to provide an enhanced measure of ACEs and better illustrate how racism affects
fathers of color.
Given the extant literature suggesting that ACEs result in challenges to later life
and mental health (i.e., anxiety, depression, poor health), this study also sought to address
whether the relationship between ACEs and paternal warmth was mediated by anxiety,
depression, and health. However, given the lack of model fit no determination could be
made as to whether or not depression, anxiety, or physical health mediated the
relationship between ACEs and paternal warmth. Although anxiety, depression, and
health may play a role in the relationship between ACEs and fathering, this study was
unable to demonstrate this relationship. Employing future research with a different
sample or more robust measures may improve our understanding of the relationship
between ACEs and fathering and the roles of anxiety, depression, and health.
While drawing clear practice implications from the results of this study was
challenging, existing research suggests the need to develop and implement programs and
policies that can help mitigate the effects of ACEs, such as home visiting programs and
ACE screenings and assessments. Engagement in parental warmth is a teachable skill,
and high-quality home visiting programs have been shown to be effective in enhancing
parenting skills (Health Resources and Service Administration [HRSA], 2020). Home
visiting programs employ social workers, nurses, early childhood educators, and other
trained professionals to visit families in their homes during pregnancy or early childhood
so that they may connect families with support services and teach positive parenting
skills, stress management, and health education (Bellazaire, 2018). However, despite
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increasing evidence on the importance of fathers in the development of children,
evidence-based home visitation programs have largely ignored fathers in their design and
delivery of services (Guterman et al., 2018).
Fortunately, there has been increasing interest in developing and delivering home
visits that target fathers (e.g., Guterman et al., 2018). For example, Dads Matter, a
manualized intervention designed to fully incorporate fathers into perinatal home visiting
services, has been shown to demonstrate positive trends in the quality of mother-father
relationships, fathers’ involvement with their children, and fathers’ verbalizations
towards infants (Guterman et al., 2018). Because home visiting programs and policies
have primarily focused on mothers, the development and dissemination of specific
policies and programs that emphasize the important role of fathers, such as Dads Matter,
are needed. By acknowledging the unique impact of ACEs on fathering, policymakers
and practitioners can develop fathering programs that are sensitive to the impact of
childhood trauma on parenting.
Furthermore, there is growing acknowledgement that primary care settings need
to conduct assessments of ACE exposure during childhood and develop regular ACE
screening practices. Research suggests that pediatric settings must work to identify
children who have experienced trauma or who are affected by the traumatic events their
parents and caregivers experienced (American Academy of Pediatrics, 2014). The current
shift in the healthcare paradigm toward a trauma-informed approach has led to an
increase in the understanding of the impact of trauma on individuals. As we are better
able to understand how adverse childhood experiences affect parenting through research,
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we can continue to develop practices that will meet the needs of clients and families.
Advocating for training and awareness on this topic in prenatal and pediatric care settings
can enable agencies and policymakers to better comprehend how ACEs impact fathering
and the implications of ACEs for parent-child relationships.
Conclusion
This study sought to explore the relationship between ACEs and paternal warmth,
identify if and how racial identity moderates the relationship, and evaluate if the
relationship between ACEs and paternal warmth was mediated by paternal depression,
paternal anxiety, or physical health. Roughly 2,300 father, stepfather, and father figures
were surveyed, and this dissertation utilized cross-sectional secondary quantitative data
drawn from the Survey of Contemporary Fatherhood (SCF), a national, nonrandomized
quota sample of fathers, to examine these relationships. The results from this study
indicated that ACEs may negatively impact paternal warmth as well as other
sociodemographic and contextual factors (e.g., income, relationship status, coresidential
status, mental health). While racial identity could not be tested as a moderator in the
relationship between ACEs and paternal warmth due to poor model fit, further research is
needed to better understand how marginalization, oppression, and discrimination
influence paternal warmth given the limitations of the current study and the extant
literature noting the negative impacts of race-based trauma. Furthermore, goodness of fit
statistics used to test the path analysis model indicated that the data did not adequately fit
the model and no determination could be made as to whether or not depression, anxiety,
or physical health mediated the relationship between ACEs and paternal warmth.
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To encourage involvement and to understand the different ways in which fathers
are involved, researchers must explore a wide range of factors that may impact such
involvement (McBride, Schoppe, & Rane, 2002), including characteristics and
experiences specific to the father. With a mission to serve the most vulnerable and
promote well-being (National Association of Social Workers [NASW], 2017), social
workers must better understand the role of parenting to reduce the intergenerational
transmission of risks associated with problematic parenting. Social policies that can
mitigate the negative impact of ACEs on fathering may allow fathers to display more
warmth in their parenting and increase father involvement. Furthermore, practices that
can help assuage the effects of parental ACEs such as home visiting programs targeting
fathers may help disrupt the potential intergenerational effect of trauma and improve the
wellbeing of children and families. The findings from this study on the relationship
between ACEs and paternal warmth highlight the need for researchers to better
understand how childhood trauma impacts fathering. Training researchers and clinicians
to understand the impact of ACEs on fathering is crucial in addressing the negative
impact of ACEs and the implications for parent-child relationships.
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Appendix A
Table A1
Correlations Between all Independent Variables (n = 2,287)

Table A2
Logistic Regression of Paternal Warmth for Fathers With Children Aged 2–18 (n =
2,287)
OR
SE
CI
ACE Score (v. No ACEs)
1–3 ACEs
4 or More ACEs
Race (v. white)
Fathers of Color
Age
Education (v. Less than high school)
High School
Some College
College
Income (v. Under $20,000)
$20,000–$39,999
$40,000–$59,999
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0.85
1.25

0.11
0.19

[0.65, 1.10]
[0.93, 1.69]

0.99
0.99

0.12
0.01

[0.77, 1.26]
[0.97, 0.99]

1.13
1.42
1.14

0.48
0.61
0.49

[0.49, 2.63]
[0.62, 3.28]
[0.50, 2.64]

0.70
0.63*

0.15
0.15

[0.45, 1.09]
[0.41, 0.99]

$60,000–$79,999
0.73
0.17
[0.45, 1.17]
$80,000–$99,999
0.48*
0.13
[0.29, 0.82]
$100,000 or Above
0.81
0.2
[0.49, 1.34]
Relationship Status (v. Single or separated)
Married
1.92**
0.37
[1.31, 2.81]
Living Together
1.05
0.23
[0.68, 1.64]
Dating or Engaged
1.30
0.41
[0.70, 2.42]
Residential Status (v. Not residing with child)
0.70
0.14
[0.46, 1.05]
Co-residential Status (v. Not residing with child’s
other parent)
2.18***
0.41
[1.51, 3.15]
Health (v. Poor)
Fair
0.55
0.24
[0.22, 1.33]
Good
0.58
0.26
[0.24, 1.39]
Very Good
0.79
0.36
[0.32, 1.92]
Excellent
0.81
0.38
[0.32, 2.04]
Depression (v. Low)
High
0.48***
0.06
[0.36, 0.63]
Anxiety (v. Minimal)
Mild
1.65**
0.27
[1.18, 2.29]
Moderate
1.31
0.29
[0.71, 1.55]
Severe
1.05
0.2
[0.71, 1.55]
Co-parenting
0.84***
0.02
[0.80, 0.88]
Parenting Stress
0.85***
0.02
[0.81, 0.89]
Child Age
0.86**
0.02
[0.76, 0.94]
Note. Odds ratios for logistic regressions are adjusted for the other predictors in the
model. * p < .05,
** p < .01, *** p < .001

Table A3
Logistic Regression of Paternal Warmth for Fathers with Children Aged 2 to 8 (n =
1,192)
OR
SE
CI
ACE Score (v. No ACEs)
1–3 ACEs
4 or More ACEs
Race (v. white)
Fathers of Color
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0.96
1.30

0.17
0.26

[0.68, 1.34]
[0.88, 1.90]

0.95

0.15

[0.70, 1.29]

Age
Education (v. Less than high school)
High School
Some College
College
Income (v. Under $20,000)
$20,000–$39,999
$40,000–$59,999
$60,000–$79,999
$80,000–$99,999
$100,000 or Above
Relationship Status (v. Single or Separated)
Married
Living Together
Dating or Engaged
Residential Status (v. Not residing with child)
Co-residential Status (v. Not residing with child’s
other parent)
Health (v. Poor)

0.99

0.01

[0.97, 1.02]

1.00
1.76
1.22

0.52
0.93
0.64

[0.35, 2.81]
[0.62, 4.98]
[0.43, 3.44]

0.72
0.49*
0.58
0.32**
0.64

0.21
0.15
0.19
0.11
0.21

[0.41, 1.26]
[0.27, 0.89]
[0.31, 1.09]
[0.16, 0.65]
[0.32, 1.24]

2.18*
1.23
1.98
0.70

0.58
0.37
0.82
0.23

[1.24, 3.71]
[0.68, 2.22]
[0.88, 4.47]
[0.37, 1.34]

1.79

0.47

[1.07, 3.00]

Fair

2.20

1.76

Good

2.39

1.79

Very Good

3.17

2.41

[0.50,
10.31]
[0.55,
10.35]
[0.72,
14.03]
[0.65,
13.68]

Excellent
2.99
2.32
Depression (v. Low)
High
0.57**
0.10
[0.40, 0.82]
Anxiety (v. Minimal)
Mild
1.47
0.32
[0.96, 2.25]
Moderate
1.27
0.38
[0.71, 2.26]
Severe
1.07
0.29
[0.64, 1.81]
Co-parenting
0.81***
0.02
[0.75, 0.86]
Parenting Stress
0.88***
0.03
[0.82, 0.94]
Note. Odds ratios for logistic regressions are adjusted for the other predictors in the
model. * p < .05, ** p < .01, *** p < .001
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Appendix B
Table B1
Logistic Regression of Paternal Warmth and Interaction Term for Fathers with
Children Aged 2–18
(n = 2,287)
OR
SE
CI
ACE Score (v. No ACEs)
1–3 ACEs
4 or More ACEs
Race (v.
White)
Fathers of Color
Age
Education (v. Less than high school)
High School
Some College
College
Income (v. Under
$20,000)
$20,000–$39,999
$40,000–$59,999
$60,000–$79,999
$80,000–$99,999
$100,000 or Above
Relationship Status (v. Single or
separated)
Married
Living Together
Dating or Engaged
Residential Status (v. Not residing with
child)
Co-residential Status (v. Not residing with
child’s other parent)
Health (v.
Poor)
Fair
Good
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0.85
1.09

0.13
0.19

[0.62, 1.14]
[0.78, 1.54]

0.84
0.99

0.18
0.01

[0.55, 1.29]
[0.97, 0.99]

1.13
1.42
1.14

0.48
0.61
0.49

[0.49, 2.63]
[0.62, 3.28]
[0.50, 2.64]

0.71
0.63*
0.73
0.49*
0.81

0.16
0.15
0.17
0.13
0.20

[0.45, 1.11]
[0.41, 0.99]
[0.45, 1.17]
[0.29, 0.82]
[0.49, 1.34]

1.94**
1.07
1.33
0.70

0.38
0.24
0.42
0.14

[1.32, 2.83]
[0.68, 1.66]
[0.72, 2.47]
[0.47, 1.06]

2.27

0.41

[1.51, 3.15]

0.53
0.56

0.24
0.25

[0.22, 1.28]
[0.24, 1.35]

Very Good
0.77
0.35
[0.32, 1.86]
Excellent
0.78
0.37
[0.31, 1.97]
Depression (v. Low)
High
0.48***
0.07
[0.36, 0.63]
Anxiety (v. Minimal)
Mild
1.65**
0.28
[1.18, 2.29]
Moderate
1.31
0.29
[0.84, 2.02]
Severe
1.05
0.21
[0.71, 1.56]
Co0.84***
0.02
[0.80, 0.88]
parenting
Parenting Stress
0.85***
0.02
[0.81, 0.89]
Child Age
0.84**
0.04
[0.76, 0.94]
Interaction Term (v. No ACEs)
1–3 ACEs and Race
1.04
0.29
[0.58, 1.82]
4 or More ACEs and Race
1.64
0.52
[0.89, 3.05]
Note. Odds ratios for logistic regressions are adjusted for the other predictors in
the model. * p < .05, ** p < .01, *** p < .001

Table B2
Logistic Regression of Paternal Warmth and Interaction Term for Fathers with
Children Aged 2 to 8 (n = 1,192)
OR
SE
CI
ACE Score (v. No ACEs)
1–3 ACEs
4 or More ACEs
Race (v.
White)
Fathers of Color
Age
Education (v. Less than high school)
High School
Some
College
College
Income (v. Under
$20,000)
$20,000–$39,999
$40,000–$59,999
$60,000–$79,999
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0.98
1.21

0.21
0.28

[.64, 1.45]
[.77, 1.92]

0.91
0.99

0.25
0.00

[.53, 1.55]
[.98, 1.02]

1.01
1.73

0.52
0.92

[0.36, 2.80]
[0.61, 4.91]

1.21

0.64

[0.42, 3.42]

0.72
0.49*
0.58

0.21
0.14
0.18

[0.41, 1.27]
[0.27, 0.88]
[0.31, 1.08]

$80,000–$99,999
0.32**
0.11
[0.16, 0.65]
$100,000 or Above
0.63
0.21
[0.32, 1.23]
Relationship Status (v. Single or
separated)
Married
2.21**
0.58
[1.30, 3.72]
Living Together
1.23
0.37
[0.68, 2.23]
Dating or Engaged
2.01
0.83
[0.89, 4.55]
Residential Status (v. Not residing with
0.71
0.83
[0.37, 1.35]
child)
Co-residential Status (v Not residing with
1.79*
0.47
[1.06, 3.00]
child’s other parent)
Health (v.
Poor)
Fair
2.25
1.73
[.49, 10.19]
Good
2.35
1.76
[0.54, 10.23]
Very Good
3.13
2.38
[0.70, 13.91]
Excellent
2.95
2.29
[0.64, 13.55]
Depression (v. Low)
High
0.57
0.10
[0.39, .81]
Anxiety (v. Minimal)
Mild
1.47
0.322
[0.96, 2.26]
Moderate
1.26
0.37
[0.71, 2.25]
Severe
1.07
0.28
[0.63, 1.81]
Co0.81***
0.03
[0.75, 0.86]
parenting
Parenting Stress
0.88***
0.03
[0.82, 0.94]
Interaction Term (v. No ACEs)
1–3 ACEs and Race
0.96
0.35
[0.46, 1.98]
4 or More ACEs and Race
1.21
0.47
[0.56, 2.59]
Note. Odds ratios for logistic regressions are adjusted for the other predictors in
the model. * p < .05, ** p < .01, *** p < .001
Table B3
Logistic Regression of Paternal Warmth and Interaction Term for Fathers with
Children Aged 9 to 18 (n = 1,192)
OR
SE
CI
ACE Score (v. No ACEs)
1–3 ACEs
4 or More ACEs

062*
1.20
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0.13
0.31

[0.41, 0.96]
[0.77, 1.97]

Race (v.
white)
Fathers of Color
Age
Education (v. Less than high school)
High School
Some
College
College
Income (v. Under $20,000)
$20,000–$39,999
$40,000–$59,999
$60,000–$79,999
$80,000–$99,999
$100,000 or Above
Relationship Status (v. Single or separated)
Married
Living Together
Dating or Engaged
Residential Status (v. Not residing with
child)
Co-residential Status (v. Not residing with
child’s other parent)
Health (v.
Poor)
Fair
Good
Very Good
Excellent
Depression (v. Low)
High
Anxiety (v. Minimal)
Mild
Moderate
Severe
Coparenting
Parenting Stress
Interaction Term (v No ACEs)
1–3 ACEs and Race
4 or More ACEs and Race
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1.03
0.98

0.35
0.01

[0.52, 2.03]
[0.96, 1.00]

1.08
0.92

0.79
0.67

[0.25, 4.54]
[0.22, 3.84]

0.78

0.57

[0.18, 3.47]

0.76
0.82
0.89
0.91
1.1

0.25
0.28
0.32
0.36
0.41

[0.39, 1.47]
[0.41, 1.60]
[0.43, 1.82]
[0.41, 1.99]
[0.52, 2.28]

1.34
0.86
0.78
0.81

0.36
0.29
0.37
0.21

[0.78, 2.30]
[0.44, 1.68]
[0.30, 1.98]
[0.47, 1.35]

2.13*

0.55

[1.28, 3.55]

0.32
0.33
0.41
0.57

0.19
0.19
0.25
0.37

[0.09, 1.08]
[0.10, 1.07]
[0.12, 1.37]
[0.15, 2.04]

0.42***

0.09

[0.27, 0.65]

2.44**
1.35
1.06

0.62
0.44
0.32

[1.47, 4.04]
[0.70, 2.60]
[0.58, 1.93]

.85***
0.88***

0.02
.81***

[0.80, 0.91]
0.03

0.95
1.73

0.42
0.92

[0.40, 2.26]
[0.61, 4.90]

Note. Odds ratios for logistic regressions are adjusted for the other predictors in the
model. * p < .05, ** p < .01, *** p < .001
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